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Introduction
To-day we have naming of parts. Yesterday,
We had daily cleaning. And to-morrow morning,
We shall have what to do after firing. But to-day,
We shall have naming of parts
Henry Reed, (1942).
This research arose from concerns related to the increasing requirement that
members of the nursing profession identify, name and measure the parts ofnursing
and the care provided for clients groups. The study is set within the context of the
government led reforms ofNHS management during the period 1983-2000.
Specifically, this research developed from experiences gained from working with
nurses as they were involved in setting standards, conducting clinical audit and using
evidence based practice (EBP). I questioned what the nurses were actually doing,
how they were doing this, what was being gained or lost for the nurses involved, for
the patient and, ultimately, the profession. Specifically, this research seeks to explore
the involvement of nurses in the clinical governance agenda and to address how they
are conceptualising this in practice.
The development of a quality agenda in health care has, over a period of two
decades, increased to represent the interests and concerns of the health professions,
managers and client groups. Consequently this period saw a proliferation of quality
philosophies, systems and methods, although there was little apparent integration
between them. Throughout this period, the nursing profession played an active role
with nurses involved in leading projects through to those participating in projects
within the clinical setting. A considerable body of literature has been produced
associated with these developments, although there has been comparatively little
research conducted on any aspect of the quality agenda. This is all the more
surprising given the considerable investment, of time and people, which has been
associated with these initiatives. Interestingly, this absence of research mirrors the
position in the private sector (Cole and Scott, 2000).
The recent introduction of clinical governance has, once again, placed the issue of
health care quality at the centre of the management and clinical agenda. In this
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both organisations. The participants were all directly engaged in the development of
clinical governance, with many district nurses indicating a history of involvement in
related projects stretching over a number of years. Specifically, respondents were
involved in many of the aspects of clinical governance identified by the initial policy
publications (DoH, 1998; Scottish Office, 1998). Included within this was
responsibility for leading the development of clinical governance within a
community setting, managing projects including clinical audit and clinical
effectiveness, involvement in risk management activities and, facilitating the
involvement of other community nursing staff in these initiatives. In one instance, a
district nurse indicated she had little knowledge of these developments. In fact this
perception resulted from uncertainty arising from the terminology as she was indeed
involved with aspects of the agenda. In practice the level of involvement in these
clinical governance activities was varied, presenting a continuum, with at one end
support nurses dedicating the majority of their time to the agenda, and at the other
staff nurses having a limited involvement in clinical governance projects.
A total of 20 respondents were included in the data collection. Eight of these were
district nurses, the majority ofwhom had worked in the community between 5 and
10 years. All the district nurses were practice attached, caseload holders and worked
with a nursing team comprising staff nurses and untrained staff. Of the three
respondents drawn from the staff nurse grades, two had worked in the community
between 5 and 10 years, whilst the third had been qualified for three years. All seven
respondents representing the managerial role had extensive experience ofmanaging
the introduction of change in the community setting. The final two respondents were
support nurses, one from each organisation, who provided specialist advice and
training related to the agenda. Both had extensive experience ofprevious nursing and
management initiatives and had been involved with clinical governance from the
early stages.
The following table shows the respondents and Trust where they were employed.
Although an attempt was made to ensure an equal number of respondents from each
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Trust, this was influenced by the availability of staff, particularly staff nurses,
involved in the initiative.
Post held Trust 1 Trust 2
District nurses 4 4
Community staff nurses 1 2
Managerial role 3 4
Supporting role 1 1
Tablet: Distribution of respondents by role and Trust
3.2.4 Data collection
The interviews were preceded by the collection and review ofpertinent documents,
from both Trusts, related to the management and the development of clinical
governance. This included the clinical governance strategy documents, clinical
governance newsletters, annual reports, CSBS reports and policy documents
produced by the Scottish Executive. This process provided an overview of the
development of clinical governance in each Trust and issues relevant to the
community nursing service, for example the nursing skill mix.
Riessman (1993) states that there is no one method for undertaking narrative analysis
with the important points being how respondents interpret things and how the
researcher systematically examines these interpretations. Amongst the means for
collecting narratives proposed in the literature are those of case studies and the use of
interviews (Czarniawska, 1997; Llewellyn, 2003). The literature also notes concerns
regarding the use of interviews to collect narrative accounts, including the potential
asymmetry of the relationship between the interviewer and respondents
(Czarniawska, 2004a). It was also suggested that the interview process may suppress
narrative processes (Polkinghorne, 1988) however Mishler (1986), building on the
fact that telling stories is a familiar part of the conversational process, suggests that
eliciting narratives in the interview context is comparatively easy. To promote the
processes of narration, Polkinghorne proposed that interviews be treated as a
discursive process, with Czarniawska (2004a) suggesting that the interviewer invite
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discussion and attempt to establish a symmetrical relationship between the parties
involved in the interview. Furthermore, Czarniawska (2004a) proposes that the
conduct of the interview be based on recognition of the interviewee as an expert in
their area who can provide a valuable insight into developments. In furtherance of
this it is suggested, that the knowledge gained be recognised as being located with
the interviewee, whilst the interviewer is depicted as offering time and attention. This
approach recalls that ofStrong and Robinson (1990), who treated their informants as
experts in their field and used the interview for a joint examination of the
management reforms.
With this in mind, the method used to collect data in this study was that of
unstructured interviews, with the researcher concerned to promote an interview
context which enabled the respondents to take some control over the interview
process. Following from Czamiawska (2004a), Strong and Robinson (1990) and
Polkinghorne (1988) these interviews were treated as sites for discursive interaction
and also for recognising the expertise of the respondents. Therefore, the conduct of
the interview was concerned with facilitating discussion through the use of open-
ended questions and listening to the responses. Although inevitable asymmetries
remained in some cases between the participants in the relationship with the
researcher, as indicated by Mishler (1986) narratives related to the area of study were
obtained from the majority of respondents with comparative ease. In some instances
the interviews commenced with an initial question focused on the respondent's
understanding of clinical governance, or their community role. However, awareness
of the topic of interest to the researcher appeared to result in some of the respondents
promoting discussion, commencing in some cases with the staff indicating a lack of
knowledge of the topic of interest, a factor subsequently belied during the discussion.
In only one instance was a respondent somewhat reserved during an interview,
admitting little knowledge of the initiative. However, following some discussion
with the researcher, there was a subsequent flow of information and narrative related
to the area of study.
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The data collection commenced in 2002 and took six months to complete. Each
respondent was contacted initially by telephone. Thereafter the respondents were
advised of the study aims, objectives and methods to be used and their consent to
participate in the study was obtained. The format of the interviews was also
discussed with the respondents including permission to record the event. All of the
respondents agreed to this process. Written information outlining the purpose, design
and research method of the study and issues related to confidentiality ofmaterial was
offered to the respondents, although only two nurses requested copies. The
respondents were also assured of confidentiality by the researcher and given the
opportunity to withdraw from the study; all agreed to continue.
The data were collected via unstructured interviews with each respondent's interview
lasting approximately one hour. In all cases the interviews were held in the
respondent's work location.
3.3 Analysis and interpretation
When organizational members tell their experiences to
researchers and when researchers write up their work, they
engage in narrative analysis (Llewellyn, 1999, p. 223)
This section details the processes ofnarrative analysis used by the researcher. Thus
the interaction between the researcher and the research material are considered, and
in particular, the means used to demonstrate rigour, transcribe the data, and finally
the stages of interpretation and presentation.
3.3.1 Rigour
This qualitative research project uses the term rigour in place of the traditional terms
of reliability and validity, to describe the criteria by which the quality of the study
including the method, research design and findings can be evaluated. This choice
was made due to the inappropriateness ofusing the positivist language and criteria
associated with quantitative research, in the context of this study as a means of
describing "good" interpretative research. Research in the positivist tradition
presumes the existence of causal laws by which factual evidence can be provided.
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This qualitative study is evidently not capable ofproducing arguments proving a
causative link and backed by facts. Rather, this study is directed at the development
of understanding and meeting the criteria identified by Barry and Elmes in which:
To be successful, authors must (a) convince readers/listeners
that a narrative is plausible within a given orienting context;
and (b) bring about a different way of viewing things, one
which renews our perception of the world [...]. Together,
these arenas form a kind of dialectic: extremely credible
narratives tend towards the mundanely familiar, whereas
highly defamiliarizing narratives often lack credibility (at
least when first introduced) (Barry and Elmes, 1997, p. 434).
To demonstrate rigour, Bevir et al. (2003) propose that the story provided by the
research should be the most comprehensive explanation that can be put forward. It is
evident that as such, validity in narrative analysis is not an absolute, being instead
derived from a consensus concerning what is real and perceived to be useful and
meaningful for action. For Polkinghorne (1988), the term validity retains the
meaning ofwell grounded and supported conclusions, which are evidenced through
the strength of the analysis. Interpretation and reliability refers to the dependability
of the data and the trustworthiness of the transcription process. A point of some
concern was raised by Polkinghome related to the importance of avoiding a
cumulative suppression of certain narrative themes, which may occur during the
interview process and also during transcription.
With reference to Polkinghome's statement that there should be the demonstration of
an explanation through the narrative research process, Lincoln and Guba (2000)
stress that the research findings produced in this tradition should aim to meet criteria
of trustworthiness and authenticity. This is achieved by ensuring that the means of
data collection, transcription and interpretation of the findings are available for
others to view. It is also important to indicate the stages of the research process and
the choices made by the researcher.
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3.3.2 Transcription and data analysis
Facilitating the rigour of the findings requires that care and attention to accuracy be
taken whilst transcribing the recordings of the interviews. The majority of the
interviews were transcribed by the researcher immediately after the interview,
enabling the memory of the proceedings to inform this process and to assist in those
instances when the respondents' voices on the recording were unclear. The
immediacy of this process also enabled the initial stages of familiarisation with the
content of the interviews and identifying points of interest for future consideration.
Rigour was also promoted by playing the recordings taken during the interviews
directly into Soundforge version 4 a software programme used to convert the
recording into an MP3 format. This allowed the recordings to be played through
Winamp version 5.02, thereby facilitating the accuracy of the transcription process by
enabling the accessing and replaying ofminute sections of the interviews as required.
Three factors influenced the processes of preparing the transcriptions. Firstly the
requirement for accuracy which, as indicated above, was provided for by use of
software programmes during the transcription processes. Secondly, there was a
concern with providing a means of searching the texts and finally, maintaining the
narrative flow, readability and voice of the respondents. Initially this aspect was
impeded by too much attention being paid to the coding of the interview texts and
less to the content of the interviews. As noted by Czarniawska (2004a) the act of
transcription is itself an act of interpretation; the approach chosen was concerned
with producing a text which, whilst being used to identify narratives, also maintained
the voice of the respondents. Thus the transcription drew from Czarniawska's
approach which treat interviews as the "inscription of narrative production" (2004a,
p. 55), rather than the detailed approach used by conversation analysis represented by
Reissman (1993), which is described as viewing texts as "inscriptions of social
interactions" (Czarniawska, 2004a, p. 55). The interviews were transcribed as
standard written text, and the decision was made not to enter non linguistic material,
for example, pauses and breath sounds. The voice of the respondents was also
maintained by retaining their grammar, use of repetition and with punctuation used
where possible to indicate the rhythm of the respondents' speech patterns.
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Following transcription the texts were entered onto the ATLAS/TIversion 4.1
software; a package which provides the means of storing and analysing interview
texts. This programme also enables the retrieval of data, searching across multiple
texts and the inclusion of notes and other comments. Using this programme, a
preliminary coding exercise was completed using themes which were identified
during an initial reading of the texts. These codes provided a foundation for
searching of the texts although, as noted, some disruption of the flow of the
respondents' narratives arose from an initially overly zealous coding exercise. The
decision was therefore made to restrict the use of the Atlas software to the initial
coding exercise and thereafter as a search engine, rather than using the other
functionality concerned with analysing the data. The texts were also saved as Adobe
Acrobat Professional version 6.01 files providing a means of retaining awareness of
the narrative flow of each text and of counteracting the evident fragmentation
resultant from the coding system and numbering arrangement in the Atlas software.
In the subsequent analysis and interpretation use was made ofboth these formats,
although the primary reliance was on the texts held in the Adobe software, with Atlas
used in the main to search for particular instances of terms and themes.
3.3.3 Interpretation and presentation
To see keeping a conversation going as a sufficient aim of
philosophy, to see wisdom as consisting in the ability to
sustain a conversation, is to see human beings as generators
ofnew descriptions rather than beings one hopes to be able to
describe accurately (Rorty, 1979, p. 378).
It is argued that interpretation occurs at all stages ofnarrative analysis, or as
Schwandt states "understanding is interpretation all the way down" (2000, p. 201).
This is evident from the processes involved in narrative construction, where those
listening to the narrative can only access their own interpretation of the meaning of
the narrator, not the direct thoughts or meaning s/he intended to convey. These
factors direct the interpretation of the narratives and the eventual presentation of the
findings, which is evidently the researcher's interpretation of the findings.
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To facilitate the reading and interpretation of narratives, Czarniawska (1997, 2004a)
proposes the use ofHernadi's (1987) hermeneutic triad, which comprises three
stages of explication, explanation and exploration. Explication is concerned with
what the narratives actually say and translating these into the reader's vocabulary.
Explanation considers why the text says what it does and finally, the processes of
exploration state what the researcher thinks of the text. Each of these stages is in
practice intertwined, although there are advantages to be gained from applying an
apparently linear process to stages of the analysis, interpretation and presentation.
The initial stage of the interpretation was dictated by the need to deal with a large
body ofmaterial, seeking to "squeeze an unwieldy body of discourse into
manageable chunks" (Potter and Wetherall, 1987, p. 167). Therefore the
interpretation commenced with reading and re-reading the texts to gain familiarity
with the content and primary themes, including those related to clinical governance,
the roles played by nursing staff, means of involvement and any other pertinent
features identified by the respondents. From this process, an initial group of themes
and key narratives were identified as occurring across the group of respondents.
These were then used as a basis for a re-reading of the interview texts. This process
was repeated on a number of occasions as part of an iterative process between the
various texts, checking and re-checking how the various respondents dealt with the
themes and the areas related to each theme which they had included or excluded.
Narratives were identified on the basis of a storyline presented by a respondent with
an introduction, explanation of events, action and some form of resolution
(Czarniawska, 2004a). In practice the narratives were not presented as a discrete unit
within an interview, but were developed throughout the process and intertwined with
other plots and themes. These narratives were also found in some instances to be
treated by a number of respondents, and occurred across various locations, indicating
a degree of commonality in the nursing and organisational scripts. This process
yielded a number ofnarratives that featured across the two Trusts and which were
treated by staff holding the various nursing positions represented by the respondents.
Some narratives were inevitably incomplete or treated by a single respondent; where
this is the case these instances are indicated in the texts.
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The second aspect of the triad is that of explanation, which is treated by Czarniawska
(2004a) in terms of the use of subjective, objective or constructionist approaches.
The means of identifying and analysing narratives selected by this study was the
approach proposed by Burke (1969). This approach enables consideration of the
means used by the respondents to construct the clinical governance agenda and
develop the narratives, subsequently used to explain their actions and roles. The
advantage of this approach was the provision of a framework and analytic which
facilitated analysis across organisational settings and also enabled the representation
ofmultiple voices. The examination of the texts was initially hampered by a failure
to employ Burke's pentad, resulting in a multiplicity of constructions and the
dominance of individual voices.
Finally, the third stage proposed by Hemadi is exploring the narratives, a process
concerned with the researcher's constmction of an explanation and the production of
a research report. Reissman describes this process of story telling as:
what we do with our research materials and what informants
do with us. The story metaphor emphasizes that we create
order, construct texts in particular contexts (Riessman, 1993,
p. 1).
Thus, as Czarniawska (2004a) observes, the research process is concerned with
making the respondents' narratives available for others to consider and to
demonstrate a logical and coherent flow. It is also crucial that the researcher's role as
an interpreter of the data is indicated. The analysis presented by the researcher is a
metanarrative constructed from the primary themes identified in the respondents'
accounts. This process inevitably involved the researcher in making choices and
whilst, as indicated by Rorty (1979), there is a moral privilege in the respondents'
accounts, reflexivity is an inevitable and integral part of a study located in the social
constructionist tradition.
Therefore, as noted by Czarniawska (1997) the study is a metanarrative; an act of
ventriloquism on the part of the researcher, who uses a selection ofmaterial to talk
on behalfof others. The metanarrative presents a polyphony of voices which have
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been chosen to explain and promote understanding of the research issues. Essentially,
the research process is an act of translation in which the researcher is not presenting
the voice of the actors or respondents as these voices are not reducible to a single
translation, and this is only one translation of the many which are possible
(Czarniawska, 1999, p. 107). Therefore, the researcher invites others to reflect
critically on the choices that have been made; on what is to be included or excluded;
and also on how the data is presented.
This study presents the respondents' narratives within the framework proposed by
Burke (1969), creating a metanarrative from the primary themes identified within the
texts. In so doing, an explanation and exploration of the involvement of community
nurses is provided, related to the initial development of the clinical governance
agenda. This narrative includes extracts from the interviews with the respondents,
selected on the basis of representing those narratives used to describe aspects of the
agenda and processes. These extracts are presented verbatim except where the
notation [...] is used to indicate that supplementary, redundant or repeated material
by the respondent has been excluded. The respondent who provided the quotation is
indicated with reference to their role and the Trust where they were employed, for
example (StaffNurse, Trust 1).
3.4 Summary
This chapter presented the chosen research method as lying in the interpretative
tradition and drawing from narrative analysis. It has been argued that a narrative
approach provides the opportunity to explore the involvement of community nurses
in the clinical governance agenda, including the means used to explain their roles and
the perceived impact of these developments. By using this approach the intention is
to present an explanation or metanarrative, constructed from the respondents'
accounts, which can then be used to inform staff, managers and educationalists
involved in the implementation of the policy.
The following chapters present the metanarrative constructed from the respondents'
accounts of the development of clinical governance in the community nursing sector.
109
instance, the situation is somewhat different as the stated intention is to integrate the
approaches to quality and, also, to involve staff in the development of a corporate
account for clinical quality (Scottish Office, 1998). Amongst the considerations for
the health professions is the inclusion of the regulatory bodies in this national
framework for clinical governance. Implementation of this agenda presents a
considerable challenge for clinicians and managers, with the requirement to develop
an organisational structure for clinical governance, involve staff groups and produce
a corporate account for clinical quality.
The nursing profession is also required to participate in these developments at all
organisational levels, by establishing the means whereby staffwill be involved in the
various aspects of the agenda. The area of interest for this study was the involvement
of nurses in the delivery of clinical governance including also the organisational
arrangements, and how the requirements for a corporate account would be
interpreted by members of the nursing profession. Specifically, I was interested in
how the nurses would integrate the requirements of this new agenda with their
current nursing role and function and I chose, for my area of interest, the community
setting. The rationale for this choice was to consider how community nurses develop
clinical governance, given the comparative autonomy of this workforce and the less
structured organisational arrangements. I was specifically interested in examining the
perspectives of the trained nursing staff and managers who were involved in the
development processes, thus enabling a view of how the agenda was being taken
forward.
By examining nurses located in a clinical setting, this focuses the research on the
contingent and complex context of organisational life. It is within this setting that
nurses will seek to understand, discuss, interpret and participate in the development
of clinical governance for community nursing. By identifying this organisational
setting I was also guided by Bevir and Rhodes (2003), who note the absence of
research on employees located at this organisational level in relation to the public
sector reforms. They also commented on a requirement for research to be conducted
that would explore the multi-faceted picture of several actors responding to changes
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This narrative is presented within the framework proposed by Burke, with Chapter 4
introducing the context that the respondents create as the backdrop for these
developments. Thereafter, Chapter 5 examines the acts into which the initiative is
subdivided and the actors involved in these developments. Finally, Chapter 6
recounts the enactment of the initiative and concludes with the purposes identified by




The following three chapters present the participants' stories of clinical governance
as a metanarrative, using for this purpose the dramatistic pentad proposed by Burke
(1969). The stages of the pentad are divided into scene (Chapter 4), agents and acts
(Chapter 5) and agency and purpose (Chapter 6). Presentation of the narrative in this
way enables consideration of a number of factors including: the means used by
respondents to construct their account of clinical governance; the balance between
the constituent parts of the pentad; how the involvement of these nurses in this
agenda is explained; and finally, the essentially performative nature of these
accounts.
This chapter focuses on participants' accounts of the scene or context into which
clinical governance is being introduced. Burke (1969) describes the scene as
containing the acts and the agents, arguing that there is "implicit in the quality of a
scene the quality of the action that is to take place within it" (Burke, 1969, pp. 6-7).
The scene as constructed by the participants is not to be conceived of as a neutral and
inactive context, but rather as providing a basis against which the events, actions and
choices made may be explained. Examination of the texts identified three themes
which underpin the descriptions of the scene. First, the processes of change including
those occurring in response to the government led reforms of the health service, and
the consequent impact on the role and governance of community nurses; second the
language and dialogue available for the nurses to use; and finally, the third theme
dealt with the context provided by the wider community of nursing staff. These three
strands did not stand alone but were interrelated, calling to mind the concept of the
"braided development of several story lines" referred to by Davies and Harre (1991,
p. 49), and displayed some inevitable ambiguity between those factors used to
describe the scene and the acts.
The following section considers the respondents' accounts of the changes occurring
at organisational and professional levels, from which it is apparent that the
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participants consider change to be a permanent feature of the working lives of
community nurses.
4.1 Change as the new normality
Change is a recurrent theme in the participants' narratives, identified with political
and management reforms, changes in the client group attended by the community
nurses and concurrent developments in the community nursing role. Consequently,
change appears to be a constant although, in the majority of instances, an unwelcome
feature of the working lives of the community nurses. The majority ofnurses
interviewed also described themselves as having little control over these events and
continually reacting to developments.
4.1.1 Organisational change and clinical governance
A number of the district nurses depict the development of clinical governance against
a backdrop of recurrent change which is impacting on the NHS organisations. These
developments are characteristically referred to in vague terms with a minimum of
detail provided regarding the source, driving forces or specific goals that the change
is intended to deliver. An instance of this is given by one district nurse who states
that:
Organisational change is something that we come up against
every couple of years and, every couple of years, we get a
new set of people, telling us a new set of things and a new
way they want it done (District Nurse 3, Trust 1).
Not only does this respondent associate these developments with unnamed people
who are seen to impose inexplicable changes on the working arrangements of the
community nurses, but she also sees this as part of a recurrent process. A sense of the
inevitability of these processes is emphasized by the use of repetition throughout this
description. A similar perspective is provided by a recently qualified staff nurse who
had commenced working in the community setting. This nurse also presents change
as a constant feature ofnursing practice, although in this instance the factors driving
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the change are identified and listed as political, legal and patient related. Thus change
is said to be:
patient driven I would say, yes patient and probably
politically driven, probably legally driven, probably
economically driven [...] I mean we're in a more litigious
society, aren't we? (StaffNurse 1, Trust 2).
Although this respondent introduced litigation as a change factor, at no point in this
account did she indicate any direct involvement in circumstances associated with
litigation or indeed of dealing with any patient complaints. It is also notable that, for
this nurse who acknowledged her comparatively short experience ofworking in the
community setting, change was an accepted feature and indeed the nurse constantly
referred to this topic. For another respondent, it is the constancy of change rather
than particular drivers which is the area ofprimary interest, combined with the
problems that this causes for the nursing staff. Thus change is depicted as the new
normality which is not:
gonna stop you know. I've said that health it's not gonna
change, you know, we're gonna always have this. So we've
got to find ways of coping with the change (District Nurse 4,
Trust 1).
Despite this perceived constancy of change and the requirement of learning to cope,
there is little indication ofmanagement support being provided to assist with these
processes. It is within this context that clinical governance is located as the latest in a
line ofpolitically driven initiatives and reforms of the health care system. For one
participant, the introduction of this particular agenda is identified with the change of
government and is driven by a new imperative, with the nurse indicating that it:
had to be set up. 'Cause as you know after '97 when the
government changed, clinical governance became one of the
major issues (District Nurse 4, Trust 2).
Clinical governance comprises a number of other initiatives, with one district nurse
detailing these as follows:
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I know it's a government agenda which the Trusts have to do
you know [...] they have to do it. And they have to improve
their standards, and meet their targets. And you know, it's to
do with risk management as well and, reducing risk to clients,
to staff, to them in the Trust. And to reduce risk of litigation,
and [...] that's a huge bit (District Nurse 2, Trust 2).
Amongst the interesting features of this statement are not only the identification of
the standards and targets as integral to achieving the goals of the agenda, but also the
fact that these are completed by staff who are anonymous and identified simply as
"they".
Whilst in this instance clinical governance is linked with specific projects including
risk management, for another nurse the primary consideration is the locating of this
initiative in a sequence of earlier programmes with the stress, once again, placed on
the fact that each of these were also imposed on the staff group. The nurse also seems
to indicate a cynical view towards these developments by likening them to fashion,
signified by the use of the phrase the "in" word. Thus clinical governance is seen as
the latest in a line of developments and by implication other developments will
follow, with the nurse stating that:
when it was first imposed, I can remember thinking clinical
governance what the heck's that? 'Cause we'd just had
clinical supervision and we'd said oh [...] here's another
thing, this is the 'in' word. And we do get things imposed on
us all the time, I mean now it's Joint Futures. But there's
never, I don't think there's many periods in the health service
where we just merrily go along, the government are
constantly wanting change (District Nurse 3, Trust 2).
The respondents also indicate that change is not only influencing the organisational
context of community nursing service, but is also affecting the management of that
service.
4.1.2 Changes in the management of community nursing
The participants associate these changes at organisational level with a series of
developments in the community nursing client group, in the composition of the
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community nursing team, and in the roles ofdistrict nurses and community nurse
managers. There are also additional developments linked with the management of
primary care. All of these factors are connected with the ongoing evolution in the
role and circumstances of the community nursing service.
The first issue of note is identified with the early discharge ofpatients from hospital,
resulting in an increased number of clients in the community who are suffering from
"multi-problems" (District Nurse 1, Trust 2). The composition of the community
nursing practice and caseload is said to have:
changed dramatically in that we have these complex care
packages now. We don't have simple people on our caseloads
anymore. The caseload dynamics have changed enormously
because we've got people now that would have been in
institutionalised care. So you're talking about heavily
dependent people. That's exhausting mentally and physically
(Manager 3, Trust 2).
The dramatic nature of these developments is forcefully conveyed through the
opposition of the complex and depersonalised care packages now required, and the
earlier circumstance in which "simple people" had populated these caseloads.
Additionally, nursing this "heavily dependent" patient group impacts both mentally
and physically on the nurses involved. For other nurses this transformation is related
to the acquisition ofnew skills and knowledge, with one district nurse noting
somewhat ironically that they have had to:
learn more technical procedures since I left the hospital [...]
so you have to learn these in the community. And you don't
have the backup of a ward, like if I'm doing it in somebody's
home [...]. So you've got to be willing to actually put in the
work, to actually learn the theory, to get the practical
experience and, then make sure that you're absolutely 100%
safe to practise (District Nurse 2, Trust 1).
The level of technical competency which is required is also associated with the fact
that in the majority of instances the staffwork alone and are relatively unsupported.
This is identified with the tightening of training and development processes and
consequent attendance at training courses for aspects ofnursing practice that:
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in the past you know you were very much shown by doing
one under supervision and then let fly [...]. And a large
proportion of what you go and learn on these days are the
legalities of, you know, of what you're about to do to a
patient (StaffNurse 2, Trust 2).
Similarly, another staff nurse illustrates the changing ethos underpinning the use of
research findings and the use of an evidence base for nursing practice, with:
you can't act or do anything unless you have [...] got
experience. Whether it's like based on reports or research
findings, you've got to know [...] how to tackle things and
you've got to have ability to actually utilise the research that
you read (StaffNurse 1, Trust 1).
The factors covered thus far by the respondents were mainly concerned with the
impact of these developments on the individual nursing role. Amongst one of the
most significant developments was the gradual evolution of a skill mix in the
community nursing team and the appointment of a staff nurse grade (Mcintosh,
2000). Following from this, some district nurses have assumed an increasing level of
managerial and administrative responsibilities for the community nursing team with
whom they work. This is illustrated by one district nurse who describes the local
nursing team as comprising:
a team of nurses, mostly part-time staff nurses, auxiliaries
here. And we manage their ongoing development, very much
like we identify things together (District Nurse 1, Trust 1).
For some district nurses these developments have not been without their problems,
although the responses have varied with one nurse noting the reluctance on the part
of some district nurses to change their role, especially in terms of delegating patient
care to staff nurses. This is described as:
almost like a professional jealousy. And they're having to
evolve, you know, with the changes. They're having to sort
of, to appreciate this staff nurse knows what she's about,
she's perfectly capable of assessing Mrs So-and-so (District
Nurse 4, Trust 2).
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The respondents associated this particular aspect with two other issues. Firstly, the
escalating involvement ofdistrict nurses in a management role and function; and
secondly, the associated problem ofmaintaining their clinical skills. A number of the
respondents placed considerable emphasis on the idea that the role they are now
performing is not the one they came into nursing to undertake. There is the
suggestion in these accounts of the district nurses positioned between managerial and
clinical responsibilities, in a hybrid position, with a frequently repeated story being
the unwillingness to change their role. Thus a district nurse expresses the complexity
of this position and the seeming unwillingness to engage in the management of staff:
I came into district nursing because I like to give hands on
care. And I see our role changing so much in that we're
managing you know. We're not managers, well we are, but
having to manage, to do so much management stuff, and
meetings and delegate things you know. I don't want to lose
the hands on because I think the only way you can actually
keep to grips with what the patient needs (District Nurse 2,
Trust 1).
For this nurse the ability to perform the managerial aspects is of secondary
importance to the need to maintain her patient knowledge, enabling her to get to
grips with the patients' requirements. Another nurse explains that, under these new
arrangements, she is responsible for assessing patients and delegating:
the work [...] to ensure that the skill mix is appropriate, you
know that the person with the right skills is responding to
[...] the patient needs (District Nurse 1, Trust 1).
The extent of these changes and the associated diminution of direct patient contact
over a period of time is illustrated by a manager, who also somewhat ironically
recalls her personal unwillingness to undertaking that role:
I didn't come into nursing with a view that I was going to
come into management, I came into nursing to nurse patients.
And the majority of district nurses do that, and that's one of
the reasons why they would come out into the community
environment [...]. Ten, fifteen years later 45% of your time is
patient orientated. And 55% that's figures off the top of my
head, [...] you know, they're linking in with the LHCCs,
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they're linking in with the GPs, staff development training
courses [...] they're taking this issue forward, participating in
practice accreditation schemes. For example, quality practice
awards are a lot of work for district nurses (Manager 3, Trust
2).
A considerable debate is evident surrounding these developments, with a dichotomy
existing between the district nursing role and new management responsibilities. In
particular, the gradual move towards a managerial function is perceived as
problematic in terms of retaining patient contact and the necessary "hands on" care to
maintain skills. The difficulties of this position and apparent tension being voiced by
a district nurse in a series of rhetorical questions:
at what level are you becoming more a manager and less a
hands on clinician? And at what point are you becoming like
a consultant person rather than someone who does hands on
care almost? But you still need to have the people there doing
all aspects of the work (District Nurse 3, Trust 1).
However, the increase in management responsibility did not remain unchallenged by
the participants with one describing some nurses as becoming too management
oriented, "in a way they don't really want to do nursing" (District Nurse 1, Trust 2).
This is further encapsulated by the statement that whatever debates surround these
developments, if "you're not really involved in patient contact you are actually in a
way getting away from nursing" (District Nurse 1, Trust 2).
These changes are perceived as having impacted negatively on the relationship
between managers and community nurses, although the picture presented is disparate
and fragmented. The management and governance of the community nursing service
is presented as being in a state of flux; there is uncertainty regarding whether or not
teams are selfmanaged; and the potential isolation of the nurses from central and
local management and other members of the health care team was observed. One
nurse expressed the ambivalent relationship between the nursing team and line
manager, describing a situation where they:
don't see our manager a great deal, and we're, I wouldn't say
we're a self-directed team, but we are for the most part. If
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there's a thing that I'm worried about I will, I'll go to her, if I
feel out of my depth you know. I need support from my
manager, as much as allowing her to do the job that she's
there to do (District Nurse 1, Trust 1).
This relationship is presented as based on those areas where management support is
required in exceptional circumstances, rather than for the day to day management of
the nursing team. By contrast, the manager associated with this team was also
interviewed and expressed less uncertainty about the status of the nursing team
describing them as "virtually self-managed", but also acknowledged concerns related
to the increasing isolation of these teams. Thus a situation is described where a
fragmented service exists and:
people became too insular, and we've tried to keep the
locality concept as a team as well, so that it doesn't get too
incestuous and not too isolating I think for people (Manager
2, Trust 1).
Despite this attempt to promote the concept of the "locality" the participants
nevertheless identified an increasing degree of isolation from managers and other
nurses. For one district nurse this is linked with the absence of a Trust wide forum
for community nurses, through which they could hear about and discuss the latest
developments. This factor is also linked with the failure to be aware of best practice:
I don't know what's happening. It used to be that we met
quite regularly, but the G grades don't meet terribly often
[...]. We tend to meet in our localities so I don't know if,
we're certainly not sharing best practice in that way (District
Nurse 1, Trust 1).
Isolation from senior nursing managers was also viewed as problematic, with this
management group characterised as being distant from nursing practice and engaging
more in talking down to, rather than with, the staff. This is summarised by one
respondent who comments on the existence of one way communication, "there's a lot
of talk down, and not enough what do people at the bottom actually say" (District
Nurse 3, Trust 1). This nurse also adds:
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in governance. Finally, the study was informed by Maclntyre (1985, 1988) who
provides a narrative view, which points towards the performative aspects ofnarration
within organisations and the probability that we are co-authors of our own story.
The co-authors in this instance were those nurses directly involved in the
development of the agenda in the community settings of two NHS Trusts, in one
health region. The respondents, drawn from the community setting, comprised
district nurses, staff nurses, managers and those nurses involved in clinical
governance support roles (Scottish Executive, 2000, para. 5) (hereafter referred to as
support nurses). Evidently, other individuals and professional groups were involved
in these processes of co-authorship, but these are only referred to indirectly by this
study.
This research aims to understand the involvement in and contribution to the
development of the clinical governance agenda of nurses and managers working in
community settings.
Terminology
During the conduct of this research a degree ofoverlap was evidenced regarding the
names by which the respondents called the various quality groups within their
organisation. These included clinical audit, performance management, quality
management and clinical effectiveness and, on occasion, the respondents were
evidently unsure of the received nomenclature. Where possible the attempt was made
to call groups by their correct name but, where this proved impossible, the group has
been referred to as 'project group'.
Structure of the thesis
After this introduction to the area of interest and reflections on the use of a narrative
approach, Chapter 1 outlines and discusses the literature on the NHS management
reforms and the development of clinical governance agenda from various
perspectives. It is argued that the impact ofprior NHS management reforms on the
nursing profession was comparatively under researched, reflecting the situation for
12
I think that would, that would probably improve the chance
of success, if they involved people at all levels and not just
considered that those at the higher part of the organisation are
the ones with the opinions that matter. I think people much
further down have opinions that really matter, that need to be
heard (District Nurse 3, Trust 1).
A number of the respondents also referred to what was described as a failure of
senior managers to recognise the value ofwork completed by members ofnursing
teams. This is illustrated by the story associated with a project concerned with the
care of the terminally ill, which was detailed at length by two community nurses and
one manager. The project had been completed by a nurse in the locality and the
members of the nursing team had recognised it as a useful addition to the information
available. This project was reported as having been rejected by the senior nursing
management at Trust level. However the nurses themselves indicated that they were
refusing to comply, with one staff nurse stating "I refuse to throw it out", whilst a
district nurse adds:
this wonderful project, and I still use it although [senior
management] has told us not to use it. But it is a really good
book. Now the [community nurse] spent a lot of time doing
that and it was taken up to [senior management], and they
just threw it out (District Nurse 3, Trust 2).
This nurse also indicated that she would not comply with all aspects of an
administrative system being produced by these senior managers, and would not
complete tasks "just to please people. We'll do it; we'll fill in forms ifwe see the
necessity for it" (District Nurse 3, Trust 2). There are evident issues with isolation
from the central management of the Trust, and perhaps this is the "incestuous"
behaviour noted by managers. In this setting, the district nurses are also displaying
the characteristics of "street level bureaucrats" as identified by Lipsky (1980, p. 3) in
which the relationships with senior management are viewed as inherently conflictual
and staff are concerned with attempting to maximize their autonomy.
The problem of isolation from the wider primary care team was also identified in
terms ofboth geographical isolation and of exclusion from practice related
120
developments. The separation from other members of the primary health care team
is, for some community nurses, a problem resultant from their location in a different
building from the GPs to whom they are attached. This leads to problems associated
with the integration of health care provision, although:
we work with the practice trying to have integrated services,
but we're not terribly successful. We're in separate buildings,
which makes things you know, more difficult, although we
work hard at it (District Nurse 1, Trust 1).
However, even in those circumstances where the staff are located in the same
building and the various professions meet at practice development meetings,
integration is apparently an infrequent occurrence. As a consequence, the nursing
agenda is perceived to be developing independently of the primary care team and:
the only time that we'd be together is practice development.
And we're very much looking at the practice development,
not the multi-disciplinary issues and we're kind of driving
our own agenda, as I say, in there (District Nurse 4, Trust 2).
This relative isolation of the nurses is explained by one manager who cites the
employment of practice nurses by the GPs as a major contributing factor.
Consequently the practice nurses are seen as being directly involved in the
developments with the GPs whilst other nursing groups, due to their different
employment status as direct employees of the Trusts, are excluded from these
changes. Thus:
the practice nurses because they work directly with them as
employees, they will be helping them with that, but district
nursing and health visiting are Trust issues, I think that's how
they see it (Manager 4, Trust 2).
Finally, in a more humorous vein and yet evidently dealing with an issue of concern
for this respondent, an account is provided of her attempt to inform a practice
manager of the community nursing role, which although ultimately successful,
required several attempts:
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I came and said 'hi' and 'did he know who I was and my
areas'? And it was a while later that a couple of things that he
had kind of asked about or spoken about, and I had to sort of
ask him did he have any problems as to what my role was, or
was there anything that he'd like to ask me? And he said 'no,
no', and then when I asked him something, I can't even
remember what it was, he didn't have a clue really you know.
And it wasn't like I was trying to insult him or make a fool of
him; I was just trying to be helpful. But you know it was just
a shame in certain things (District Nurse 2, Trust 1).
Not all of the nurses interviewed indicated that they were isolated from the activities
in general practice. One district nurse recounted her involvement in working with a
GP and with the manager for the locality. In this instance she was involved in a
number of developments including the implementation of the Royal College of
General Practitioners' Quality Practice Award (QPA) (RCGP(S), 2000; Ring, 2002),
a process also supported by the manager: "it's just that we see that that's the way to
go, but the manager's also very supportive about it and agrees with it" (District
Nurse 4, Trust 1).
4.1.3 Clinical supervision
A final aspect of the change agenda, identified by respondents and specifically
referred to by a number of the participants, is the implementation of clinical
supervision for the nursing profession. Although clinical supervision was not
formally recognised by the initial clinical governance literature (Scottish Office,
1998; DoH, 1998), its importance was recognised subsequently in the nursing
strategy (Scottish Executive, 2001b) and so it is perhaps unsurprising that some
participants directly link this initiative with the development of clinical governance.
Clinical supervision forms a prominent feature in some respondents' narratives,
although it is not always expressed in positive terms with one nurse connecting this
with the overall change agenda in health care, as yet another development:
we had change of government and there was gonna be Joint
Futures and the whole thing, and clinical governance was up
and coming, and clinical supervision was yet another thing
that was thrown into the arena (District Nurse 4, Trust 2).
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Clinical supervision is described by other nurses as an important process, concerned
with improving nursing practice and also assisting nurses in dealing with change.
One participant recounts her secondment to this project, describing how she and two
other nurses are involved in implementing the initiative throughout the community
nursing service in their Trust and providing appropriate training and development:
I look at the clinical supervision side of things that I'm very
heavily involved in. I'm being seconded to that for six
months, and that's at least another six months. I hope that
will last a long time because I can see that lasting. Hopefully
it will then take off (District Nurse 1, Trust 1).
Other district nurses are also involved as members of a clinical supervision team and
indicate their responsibility for administering the process:
I always run the clinical governance, er sorry, clinical
supervision meetings. So I'm the clinical supervisor if you
like, and I do the documentation (District Nurse 3, Trust 2).
For a number ofparticipants, clinical supervision is presented in a positive sense
with involvement in supporting staff and in promoting their ability to look after and
support each other. For one respondent, it is strongly linked with promoting a
positive attitude amongst the community nurses by changing their attitude towards
themselves, with this being achieved by using team building as a means of:
recognising our strengths and our weaknesses, umm, and
supporting each other in that. So clinical supervision, I'd like
to see more of nurses looking after nurses, looking after
themselves umm and making that part of reflection part of
everyday practice, instead of seeing themselves as low
priority (District Nurse 1, Trust 1).
As well as rebuilding the confidence of nurses, clinical supervision is also presented
as a means of dealing with the ongoing changes in community nursing and of
assisting them "to think about their practice, to be reflective in their practice, to think
how things can be changed and, why things should be changed (Manager 2, Trust
2). It is also anticipated that this initiative will assist with the quality improvement
agenda in health care, a process which draws upon the idea of reflective practice
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(Schon, 1983, 1987) as a means ofpromoting improvement. Thus a manager
comments on the benefits ofproviding nurses with the time and impetus:
to reflect on their practice. And obviously then that improves.
Hopefully they'll be able to identify ways of improving their
practice, or you know identifying learning outcomes or
whatever (Manager 4, Trust 2).
This section considered those factors in the organisational structure which set the
scene for the development of clinical governance. The next section examines the
language and descriptions that the participants draw from and use in their
conceptualisation of the clinical governance agenda.
4.2 Language and dialogue
Burke (1969) states that "when the curtain rises to disclose a given stage-set, this
stage-set contains, simultaneously, implicitly, all that the narrative is to draw out as a
sequence, explicitly" (Burke, 1969, p. 7). This section explores the language and
models used by participants to define clinical governance, many ofwhich are
associated with initiatives that predate the implementation of this agenda. It is
however apparent that defining and conceptualising clinical governance is a
problematic process, with many of the respondents indicating difficulties with
understanding the initiative. Therefore, this section commences with an overview of
the problems which were identified and thereafter considers the use ofmetaphors,
models and other concepts used to define this agenda.
4.2.1 Clinical governance: defining the problem
During interview, a number of the participants referred to the problem of defining
clinical governance. This difficulty was identified as arising from the breadth of the
agenda and the range of initiatives included under this heading. The problem is
summarised by a nurse who states that clinical governance is "definitely hard to talk
about it" (District Nurse 1, Trust 1). Similarly a manager also refers to attempts
which have been made to define aspects of the initiative, stating that it is:
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very difficult to describe I think to actually describe, although
there s been lots of attempts with various Scottish Executive
statements (Manager 1, Trust 2).
Despite these attempts to clarify terms, problems remain and the nurses are left with
a breadth ofpotential interpretations. This, according to one manager, results in the
initiative meaning "many things to many people" (Manager 3, Trust 1). A support
nurse also discusses these problems but traces the difficulties to the word
"governance" noting that although individual staff feel that they understand the term,
in fact the meaning remains unclear:
Everybody presumes everybody knows what clinical
governance is, and a lot of people just don't have a clue.
Even the word governance isn't a good word. I don't think it
means an awful lot, I don't know if it's an American word,
but for some reason I associate it as an American word
because of shared governance. So I think even that word is
particularly difficult (Support Nurse, Trust 1).
In attempting to define clinical governance, many of the respondents refer to the
range of initiatives which fall within the compass of the agenda, including research
and development, clinical audit, standards, EBP, accreditation, risk management, and
patients' complaints. Thus the breadth and inclusivity of the agenda is indicated,
particularly by one manager who states "you can put anything under clinical
governance really couldn't you?" (Manager 2, Trust 1). This factor, according to one
manager, serves to complicate further the issue with staff tending to focus on either
single aspects of the agenda or multiple parts, "depending on who you speak to,
people [...] will focus on different parts" (Manager 1, Trust 1). This differing focus
is problematic and makes it difficult to describe clinical governance. In response, a
support nurse indicates a pragmatic approach, suggesting that the nursing staff do not
need to understand the entirety of the project, nor is their knowing that they are
involved in an aspect of the clinical governance agenda of any relevance:
when you talk about clinical governance to people, you just
see them blank it over you know. Whereas if I can speak to
them about a strand such as let's look at risk management, I
might not even mention clinical governance. You know if
we're talking about moving and handling here, we're looking
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at introducing [...] a moving and handling risk calculator.
Now they probably won't associate that with clinical
governance. And I don't give a hoot [...] as long as they're
doing it clinically right and they're protecting themselves
(Support Nurse, Trust 2).
An opposing position, however, is adopted by another manager for whom awareness
of the other aspects of the agenda is actively promoted with teams encouraged to
decide where the priorities for action lie, as:
We wouldn't want people to be saying 'well you know we've
got this ticked off, and we've got that ticked off, and
therefore we don't need to be doing anymore in that area'. So
we've tried not to be too prescriptive. But what we have
asked is that the team [...] review their own activity and
make statements about what they are going to work on
(Manager 3, Trust 2).
Despite the varying positions and means of approaching the agenda, there is one
point on which the participants were unanimous, namely the primacy of quality.
Thus clinical governance is described as a framework for quality and concerned with
pulling together a range of disparate projects:
it's about quality and improving quality from the NHS and
it's a framework for quality [...]. And it involves different
strands like risk assessment and audit, umm, complaints,
they're very keen on that you know. And it needs to be, I
think our care needs to be much more patient focused
(Manager 4, Trust 2).
For another manager the term appears to be used not only as an organisational
framework, in this case depicted as an umbrella, but also as a language used to
integrate the various aspects of the agenda:
I probably understand it as [...] a language or it's an umbrella
term. It's a broad term which encompasses lots of things to
do with quality like clinical effectiveness, and risk
management, and reviewing patient care, and ensuring good
patient care, quality care is delivered (Manager 1, Trust 1).
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Finally, a staff nurse in identifying the core of the agenda with the quality process,
refers to the problems in conceptualising clinical governance, indicating that it could
be viewed as an object, system, process and goal, leading to the view of clinical
governance as a bit of a:
mish mash isn't it really? I mean it's a thing, it's a process,
it's a theme, is it a solid thing? It's a process, it's a quality
process, basically, by which we're looking for equity of
quality throughout the service, and I think probably that's the
best and most succinct way of describing it (Staff Nurse 1,
Trust 2).
The final concept dealt with in this section is that of accountability. This concept is
central to clinical governance (Scottish Office, 1998) but, interestingly, there are
notably few explicit references to this by the participants with only one respondent
actually defining clinical governance in relation to accountability. In this instance a
comprehensive definition of clinical governance is provided as:
it's really corporate and, umm, personal accountability for
clinical performance I think. [...] I think for me it's having
the accountability at all levels, so that there is an overarching
view of what is going on in one organisation, to ensure that
whatever is in place filters down to all levels. I think equally
it's reinforcing the need for every practitioner to be
accountable for their own performance and their own
professionalism (Manager 3, Trust 1).
Although this definition includes reference to both corporate and personal
accountability, it is evident that, for this manager, the primary interest is with the
former and in particular, with the development of an organisational framework to
support and deliver the corporate account. Of the other participants who referred to
accountability, the emphasis is different, with another manager indicating that she is
less certain that the development of clinical governance has in any way changed the
accountability arrangements existing within the Trust. The manager notes that
although the articles:
all say clinical governance has made people more
accountable, I don't actually get that feel in reality. I think the
structure is there and I don't think it feels any different to be
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honest [...]. You know the chief exec basically delegates it to
the medical director and, maybe the director of nursing. And
therefore it feels very similar to what it felt before. And I
think people, certainly at grass roots level would not be aware
(Manager 1, Trust 1).
Two other nurses also mention accountability, although in these instances this is with
reference to their own professional accountability which is seen as a primary factor,
particularly in the community where staffwork alone:
because you're very much accountable. And if you are
working on your own, we work a lot on our own, so we have
to have you know high standards, because there's nobody
looking over your shoulder to check you're doing the things
right (District Nurse 2, Trust 1).
Finally, a staffnurse reviews the concept in terms of clinical governance and her own
professional accountability with the former being viewed as, at best, a safety line
comprising the use ofprotocols and evidence, but with primacy of place accorded to
the clinical judgement of the individual nurse:
I suppose clinical governance in a way, it's not a safety net or
anything. I don't want to say that it is a safety net. But it
might perhaps be a safety line, to say well look this is the best
type ofpractice, this, let's say a protocol, this has been shown
to be really effective. We're not saying that it'll work for
everyone, but it's been shown to be the most effective in the
majority of cases. Flere's your seatbelt use it. Sure your
clinical judgement is over all of that, but you know I suppose
it's a, it's a safety net (StaffNurse 1, Trust 2).
4.2.2 Clinical governance: metaphors and models
The previous section illustrated the problematic nature of defining clinical
governance. In order to overcome this difficulty the respondents frequently employed
the use ofmetaphors, a method which is also evident in the clinical governance
literature (Flynn, 2002; Pollock, 2004). There is a growing body of literature which
considers the role ofmetaphors in the way we think, the use of language and the
production of knowledge (Traynor, 1999; Llewellyn, 2003; Czarniawska, 2004).
Metaphors have been extensively treated by analysts and philosophers with Aristotle
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(trans. 1991) the first to identify the ways in which metaphors are used to produce
knowledge. More recently, metaphors have featured in narrative analysis
(Polkinghorne, 1988) and the study of organisations (Morgan, 1986); with the latter
using metaphors to assist with describing the way organisations are, and as a means
of discussing how they could be.
Metaphors have also been described as playing an active role in dealing with
uncertainty, specifically by calling upon a hermeneutic process through which
individuals apply their experience ofwhat is known to describe and understand the
unknown (Polkinghorne, 1988). The use ofmetaphors is described by Llewellyn
(2003) as the first level of theorising used by agents in practice settings. Morgan
(1986) also indicates the significance ofmetaphors in attempting to understand the
source and nature of change and ultimately understand and manage organisations.
Consequently the choice ofmetaphor can have implications for the processes of
comprehending and dealing with developments. Importantly, Eco (1992) indicates
that the usefulness of this trope is not without problems, arguing that metaphors
focus attention on certain attributes of a subject and, as a result, other aspects of the
image receive less consideration. From this is it evident that comprehension of a
metaphor also involves an interpretive process. The audience is required to decide
from which features of the metaphor the narrator is drawing, a factor determined in
part by the context within which the metaphor is used.
The metaphor used most frequently by the participants and in the literature
associated with clinical governance, is the description of the agenda in terms of an
umbrella (Swage, 2000; Pollock, 2004). In the majority of instances, the umbrella is
used as a means of describing the component parts of the initiative, the
organisational structures and, in some cases, to indicate the interrelationship between
the constituent parts. This use is evidenced by Pollock (2004), who employs the
metaphor to present the organisational arrangements which have been put in place
within an NHS Trust.
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the rest of the health professions. There is, however, a growing trend of studies from
other disciplines, including management and public and social policy, focusing on
the impact of these reforms on the health professions, notably on the medical
profession. This has resulted in a raft of descriptive studies considering: changing
working practices; development of the general management role and function; and
loss ofprofessional autonomy. Whilst there is little published research focusing on
the nursing profession, the positioning of nurse managers between the clinical and
managerial settings has featured in a number of studies. The development of the
clinical governance initiative was also found to have promoted a plethora of
publications although many of the studies were, at this juncture, concerned with
evaluating implementation. Finally, the chapter considers the centrality of the
development of corporate and professional accountability to the agenda, although
once again there was little published research or analysis.
Chapter 2 examines the theoretical perspectives of accountability to provide an
understanding of the development of new forms of accountability from various
standpoints, including professional, organisational and managerial positions. The
calculative and instrumental models were thought to be inadequate by themselves to
explore the involvement of community nurses in developing clinical governance.
Therefore an approach considering the contested and contingent nature of
accountability, and the active involvement of individuals in constructing this
concept, was chosen as a means of conducting this study. Specifically, as proposed
by Morgan (1986), Maclntyre (1985), Czarniawska-Joerges (1996) (hereafter
referred to as Czarniawska, 1996), and Czarniawska (1997), an enacted narrative was
used as this was thought to facilitate the capture of organisational and professional
stories, as well as the performative characteristics associated with their narration.
Based on these factors, a theoretical stance was chosen that emphasised the narrative
and enacted nature of the development of corporate and professional accountability.
Chapter 3 sets out the ontological and epistemological issues associated with using a
narrative approach, particularly in organisational settings. The chosen approach of
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The umbrella has been used in Trust 1 publications to inform staff of the clinical
governance programme. The majority of respondents were found to draw upon this
metaphor, as was evidenced by a manager who described clinical governance as an
overarching and hierarchical system. It was within this structure that the different
aspects of the agenda and groups addressing these were located. This was described
by the manager as:
we see it very much as an umbrella; there is the overarching
clinical governance management group who take on the
strategic overview of the way forward. Then we have the two
groups for clinical effectiveness and service effectiveness
[...]. Very clearly I think there's real links between them,
although they sit apart there has to be overlapping cross
fertilisation between those two groups, to feedback up to the
overarching, clinical governance management group
(Manager 3, Trust 1).
Importantly, the manager also uses the metaphor to demonstrate the potential that
exists for linkages between the elements of the agenda and for cross-fertilisation to
occur between the two identified projects of clinical and service effectiveness. This
example also indicates the development of an organisational hierarchy for clinical
governance, a factor identified by a community nurse who is managed by the
manager quoted above and who also describes clinical governance in similar terms:
clinical governance to me is sort of like a big umbrella. It's
[...] a real umbrella of how standards are and what's going
on, and linked to clinical effectiveness. I mean it is just the
overall umbrella, over it all (District Nurse 4, Trust 1).
It is evident that in most instances participants use the umbrella to refer to structural
and organisational arrangements; although one respondent expresses doubts about
this use and questions whether or not the projects included within this structure are
indeed compatible. Following from this, the respondent suggests that the clinical
projects be differentiated from those related to service effectiveness:
I think it's OK using the umbrella as a picture, but I don't
think it's correct, I don't think that's the way it is. I think
some things go together like evidence based practice,
research, audit, they all go, fit nicely together. Clinical risk,
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complaints, patients views, all that sort of thing are probably
another clump as I see (Support Nurse, Trust 1).
Whilst the umbrella is the most frequently used metaphor, and particularly by staff
working in Trust 1, other metaphors including those ofjigsaw and iceberg are also
used, although mostly to indicate problems with the agenda. In these instances the
respondents used the jigsaw and iceberg metaphors to convey the image of hidden or
problematic aspects of clinical governance. One district nurse used the metaphor of a
jigsaw to indicate that, for her, the clinical governance agenda lacks a clear goal and
is somewhat of a puzzle. The nurse develops this figure of speech by adding:
It's a jigsaw puzzle, though it would just be quite nice if it
would just interlock in one picture, but I mean fundamentally
it's broken into too many pieces (District Nurse 3, Trust 1).
Two managers also used this image to convey the problematic issues associated with
the agenda. A manager in Trust 1 draws attention to the problems of fragmentation
and importance of integrating all aspects of the agenda, in order to achieve the stated
goals of clinical governance:
To me it's a bit like a jigsaw, and if you don't have one bit, or
if one part is missing, then you are not actually achieving the
aim, the whole that brings it all together (Manager 1, Trust
1).
Whilst in Trust 2, a manager also expresses the integrationist aspect of clinical
governance, emphasising that the failure to meet all aspects will result in a failure to
fit all the aspects together. This is expressed in terms of there always being the risk
that:
you're really busy at one thing and leave something else
behind them. You know that kind of [...] whole jigsaw, the
whole concept kind of doesn't, doesn't fit together if that's
the case (Manager 1, Trust 2).
The final set ofmetaphors used to refer to problems with the agenda, are those which
liken the development to an iceberg and also to water. The iceberg is used as a means
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of illustrating the scale and hidden depths of the agenda, with a manager drawing
from this to describe her initial failure to comprehend all aspects of the development:
I mean clinical governance is more than audit, and it tends to
be seen as just audit. I think that's [...] the sort of most
obvious point, it's the tip of the iceberg really isn't it? And I
think that's the first thing that people have kind of latched on
to, and I think in a way that's the first thing I latched onto
with it. And you know, as I'm learning more about it, I
realise it's much more of a holistic picture (Manager 3, Trust
2).
Finally, a more subtle use of a metaphor is proposed by a staff nurse who describes
the initiative in terms ofwater. Here it is suggested that whilst it is impossible to
describe the agenda and pin it down, the actual processes ofclinical governance
underpin all aspects ofnursing practice:
I think it's pervades everything you know. It's not just you
look at one thing and say, [...] oh that's clinical governance
over there, you can't, nobody can pin it down like that. It's a
bit like water isn't it? It flows everywhere and you can't pin
it down, it [...] should and probably correctly pervades
everything I do, and I come in and say well what you know,
what is my drive here? Am I trying to give the best standard
for everyone and, if I'm trying to do that how will I measure
that, how am I going to ensure that I give the same excellence
of standard to everyone? That is probably what I would take
out of governance (StaffNurse 1, Trust 2).
From this overview of the metaphors drawn upon by the respondents, considerable
variation in use is apparent. The umbrella is used to refer to structural attributes
within the organisation; water refers to the processes which underpin the initiative,
whilst the jigsaw and iceberg indicate some of the problematic issues. Finally,
running through all of these is the allusion to the complex process implied by the
clinical governance agenda ofpromoting integration between the constituent parts.
Although, apparent in the above examples, integration is rarely discussed in the
clinical governance literature.
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In addition to metaphors, another means of conceptualising the initiative is through
the use ofmodels. Interestingly, despite the respondents' evident difficulties with
conceptualising the governance agenda, they showed surprisingly little recourse to
formal models to assist. In only one instance did a respondent refer to the use of a
model for clinical governance, which was intended to explain the initiative and to aid
with implementation. This model had been developed by a manager and the medical
director, with the resultant model termed 'the matrix'. This model could be used in
two ways: first, to examine the interrelationship between different aspects of the
agenda; and, second, to enable comparison between current practices and the
requirements of clinical governance. The matrix was described as a means of getting:
people thinking about what they're doing, and to look and see
if they've any gaps or other areas where [...], they are
already working on closing the loop in terms of complaints,
but not doing an awful lot of other activity in clinical
effectiveness for example (Manager 3, Trust 2).
Although other models were not evidenced by the respondents, there was some
indication of reliance on patient pathways as means of promoting clinical governance
activity. Patient care pathways were in use in both Trusts and the incorporation of
their use into the clinical governance agenda was described as being potentiated by
the actions of the CSBS. This had, according to one manager, changed the focus of
the development of clinical governance:
So we looked at that way of developing [...] care pathways
before in fact the Clinical Standards Board. And to me
probably as a manager, probably as a clinician, [that's] the
easiest, a very easy way to actually look at what happens in
primary care. And that kind of the journey approach and [...]
the sort of stages en route and saying well you know, can we
make this better, or do we have to do it this way? (Manager 1,
Trust 1).
Furthermore, the manager added that these processes are now being "driven by
experiment and developments i.e. Clinical Standards Board, you know practice
accreditation".
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4.2.3 Quality and standards
In the majority of instances the respondents placed quality at the centre of the clinical
governance agenda and identified it as either a driving force or the aim of the
initiative. The difficulty of associating clinical governance with quality, due in part
to the number of definitions of quality available in the literature, was identified by a
manager commenting on the problems of definition:
I suppose it's kind of about how many different definitions
are there of quality, and it's almost coming back to what
clinical governance is all about, in that there are many
perceptions and many aspects (Manager 1, Trust 2).
This section reviews some of the definitions of quality offered by respondents,
comparing these with the taxonomy of quality definitions provided by Cameron and
Barnett (2000). This provides an overview of seven definitions available in the
quality management literature (Bank, 1992; Cole and Scott, 2000). Although quality
occupies a central position in clinical governance, there are differences in the
definitions provided by respondents: ranging from quality viewed as the highest
achievable good; as the best care achievable within current resources; or, finally, as
an integral aspect of the professional role.
Amongst the definitions provided, one staff nurse states that quality should be set at
the highest level, using the terms "excellence" or the "best standard" to describe the
quality of care which all patients should receive, and adding "that is probably what I
would take out of governance" (StaffNurse 1, Trust 2). This description is similar to
that described as an innate awareness ofwhat is good by Cameron and Barnett (2000,
p. 273) who term this a "transcendent" approach to quality. The nurse also indicates
that this definition provides a professional and personal driver to the delivery of
nursing care to always strive for a higher quality for the patient:
We should always be striving to give the best not just what
works you know, and not maybe just the mundane. We
should be saying well [...], what is it that we can do? And
always driving for the best quality (StaffNurse 1, Trust 2).
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This emphasis on the provision of the best possible standard is reinforced by a
district nurse for whom the delivery of a high quality ofnursing care requires
collaboration with the patient to develop a care plan. Interestingly, this example
represents one of the few occasions when a patient was referred to by a respondent,
other than in terms of a diagnostic condition or patient pathway. Cameron and
Barnett (2000, p. 273) refer in their taxonomy to a "user-based" approach to quality,
which aims to satisfy and meet the needs of the service user. This appears to parallel
the definition of quality by this nurse:
I see it is as a kind of heading and there's lots of branches off
of it all interlinked, but its kind of how I see it. As you know
providing that care to the best possible standard and then sort
of monitoring that standard, and communication being a big
part of that [...]. I don't really think about it as being a word
that we're use in our everyday thoughts, but obviously
communication is the biggest part of our job. It's the most
important part, [...] because [...] our nursing care plan that
we have with the patient, we plan with the patient (District
Nurse 2, Trust 1).
In the following example, a district nurse refers to quality as being set at a
determined level which is measurable, providing for value for money and deliverable
through the use of a performance framework. There are evident parallels between
this and the "values-based" definition in which, rather than aspiring to the highest
possible good, the goal is described as achieving affordable excellence (Cameron and
Barnett, 2000, p. 273). Interestingly, it could also be argued that this statement
includes elements of a "production-based" approach which is concerned with
conformance to specifications. Rather than consider which of the two is most
appropriate the district nurse refers to a programme of quality related activities,
based on achieving this agreed determined level:
it's a means of ensuring that there's a quality of care, a
determined quality of care being delivered, but also that the
care that's giving good value for money, we're obviously in
cash restraints and things like that. So it's to ensure that
we're giving the right quality of care and at a, you know, an
adequate resourcing level, that we're working within the
resources that are available. And in order to monitor that, we
work to a performance framework which will be reviewed on
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an annual basis or more often if need be (District Nurse 4,
Trust 2).
The final view of quality, evident in the respondents' accounts, was provided by both
a support nurse and manager. The support nurse drew upon the definition of quality
presented by policy statements (Scottish Office, 1998), in which the emphasis is
placed on the development of an integrated approach as a means of involving all staff
in these processes, whilst seeking to meet the users' needs economically. This is
described as:
making sure that quality is at the heart of the NHS and that
everybody is involved, that the ChiefExecutive is responsible
for quality and, that everybody down to the portering staff
and catering staff feel involved in providing a good quality of
care (Support Nurse, Trust 1).
Similarly, a manager also refers to the policy literature when describing the kernel of
the initiative as "about continuous quality improvement and continually redeveloping
and, it's never something that actually stops" (Manager 1, Trust 2):
you can have guidelines to follow informing of best practice
in specific individual things. But [...] I don't think we can be
too prescriptive about how we achieve that, because the
people who've written the guidelines have to really
understand the processes, the procedures, the whatever are
not there in that individual circumstance. So you know there
has to be a need to embrace that within the whole philosophy
of care for that area (District Nurse 3, Trust 1).
Both of these statements evidently bear similarities to the "production-based" and
"values-based" approach but, following from Cameron and Barnett (2000, p. 273),
are also "systems-based" and intended to achieve the use of accepted quality
procedures and processes.
4.3 "The Others"
A specific feature of the respondents' narratives is the treatment of the majority of
the community nursing staff, descriptions ofwhom assist with developing a context
for clinical governance. There is an obvious ambiguity here as the respondents are
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evidently members of both groups. Burke (1969) notes, that although other
characters provide part of the scenic context, they are also involved in the subsequent
motivation ofparticular actions. Thus:
the characters, by being in interaction, could be treated as
scenic conditions or 'environment', of one another; and any
act could be treated as part of the context that modifies
(hence, to a degree motivates) the subsequent acts (Burke,
1969, p. 7).
This is evidently an ambivalent relationship, particularly considered with
Czarniawska's observation that "The Other" may be "a deviant version of ourselves"
(Czarniawska, 1997, p. 4). Therefore, whilst the behaviour of this group is used as a
means of explaining and justifying the participative role of the respondents in the
clinical governance agenda, in some instances the respondents may also hold the
same opinions as the nursing majority. Thus the role of 'the others' can be
considered as a narrative device, used to explain the actions and decisions made by
the respondents.
The wider group of community nurses form an extensive part of the respondents'
narratives and are related, in particular, to a number of issues that are viewed as
problematic for the subsequent development of the initiative. These include
description of the 'the others' as being: afraid of change; lacking interest in these or
other developments; and as lacking the time to engage in clinical governance.
Somewhat paradoxically, this group is also described as being interested in clinical
governance.
4.3.1 Fear of change
The fear of change is a frequently used description, in particular those changes
related to current developments, with one manager noting that 'the others' are
"frightened of some of the terms that they feel they don't understand" (Manager 2,
Trust 1). A district nurse acknowledges the fear of change, providing a series of
arguments explaining why community nurses should overcome this reluctance, and
relating the core argument to the provision of quality of care:
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A lot of people they don't like change, and you know they're
worried by and threatened by change. But we have to move,
things are changing all the time and we have to aim for the
best standard of care. So my opinion is it shouldn't be seen as
a threat, it should be very much trying to give quality care
and good standard of care that's evidence based (District
Nurse 2, Trust 1).
However, this nurse also adds an addendum to the argument, suggesting that those
nurses who remain unpersuaded are "hiding something or you're maybe feeling
threatened because you're insecure about something" (District Nurse 2, Trust 1).
Fear of these developments is specifically associated with the monitoring of nursing
practice by other staffmembers; a process whereby gaps in practice may be
identified. As with the previous respondent, this district nurse describes the issue in
terms of questions which the other nurses may ask, and provides a counter argument
related to improving nursing practice:
I think sometimes people feel threatened by it, you know,
they think are they trying to pick up on areas that I'm missing
out you know? Will it show terrible gaps in my
professionalism? Or you know, they view it with [...] an air
of suspicion across the board, and they see all these audits
and think [they're] checking up on me you know, big brother
watching me, that kind of issue. Rather than looking at the
positive side of things like you know, it will disclose areas
where we could improve our practice (District Nurse 4, Trust
2).
The role of nurses monitoring the clinical performance of other nurses is mentioned
by a district nurse who locates these developments in a wider organisational process.
The following statement suggests Foucault's (1977) description of the panopticon
with the increasing emphasis on audit and observation described as having:
a lot to do with other people kind ofwatching how you know.
It's a relatively modern disease for the time (District Nurse 1,
Trust 2).
This emphasis on watching and monitoring is also linked with the descriptions of
clinical governance as a critical process and the development of clinical supervision.
In the following statement a contrast is drawn between the new requirement for a
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formal and critical approach and the informal processes currently used by staff. Once
again the respondent couches her response in a series of questions which she has
heard other nurses ask. Thus clinical governance:
It's got a critical kind of connotation about it that I think puts
people off [...]. And I think clinical supervision smacks of
the same thing, the terminology used, I mean 'cause people
say and I mean I've heard, you've probably heard all of the
things that people would say about clinical governance. You
know it happens already, why do we need it? Why do we
need a strategy? We can sit and we can talk and we can do it,
but it's this for some reason incessant need to formalise
everything that we do and write it down (District Nurse 3,
Trust 1).
It is also suggested that increasing concerns with being monitored are compounded
by the requirement that nursing practice be based on formal and critical processes
and research based evidence. Therefore in terms of involving nurses in clinical
governance, this staff nurse observes that:
The problem I see is that some people are only in here to look
after patients, and that to improve the patient welfare you
have got to read the research. So I think if you've got some
nurses who've got like a fear, things can be made difficult
(StaffNurse 1, Trust 1).
4.3.2 Lack of interest
A second difficulty, identified by the participants, relates to the lack of interest which
many nurses have in these and other developments. For one manager this is viewed
as particularly problematic, having repercussions on the wider group ofnursing staff.
Specifically, those nurses who are considered uninterested are portrayed as wearing:
blinkers and will do their job, will do their caseload, and they
won't look anywhere else and even if someone else is busy
and they're not, it doesn't matter. They just focus on their
own caseload and they're very insular. Which has a rebound
effect on everybody else, and it increases pressure on
everybody else. So yes, I mean I think there are issues across
the LHCCs, that there are people who could be said to be
under performing (Manager 4, Trust 2).
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narrative analysis was explored and, informed by the concept of an enacted narrative
and Burke's (1969) dramatistic pentad, used to conduct the research.
The findings of the study are presented in chapters four, five and six, using the
format ofBurke's pentad to present this as a metanarrative. These chapters set out
the stages of enacting clinical governance in the community nursing setting within
the pentad of scene, agent, act, agency and purpose.
Chapter 4 captures and presents the scene established by respondents for the
development of clinical governance and their involvement in this agenda. The scene
is found to be one in which a series ofproblems are introduced, which forms the
basis and explanation of choices made by the respondents. This is presented as a
compelling narrative of recurrent change in the health care setting and in the
community nursing role. Within this context, the clinical governance agenda was
introduced and presented in terms of the inability to clarify the meaning and
boundaries of the initiative. Although quality was identified as being central to the
agenda, mention of the concept of accountability was infrequent. Finally, the
majority of community nursing staffwas presented as disengaged, uninterested or
too busy to be involved in these processes. Thus, the scene set for the enactment of
clinical governance was found to present a number ofproblems for the processes of
implementation.
Chapter 5 considers the agents or actors, and the acts into which clinical governance
is subdivided and from which the community nursing account is to be developed. In
identifying the roles within the agenda, the agents were found to be interested and
engaged in these developments, in stark contrast to the presentation of the
uninterested and disengaged nursing majority. The second part of this chapter
describes the acts into which clinical governance was subdivided, namely standard
setting and accreditation.
Chapter 6 considers the enactment of clinical governance by small groups of nurses
who called upon a range of calculative technologies and persuasive abilities to
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This picture of the insularity of some nurses is similar to the concern noted by
another manager that "people became too insular" (Manager 2, Trust 1) in their
nursing teams, which impacts on the other members of the nursing team. However,
another manager suggests that the staff group find clinical governance "as dull as
ditchwater" and view it as unnecessary:
they genuinely feel that they have they always give the best
standard of patient care that they can. They always keep
themselves up to date you know by keeping their education
[...] at the level that it should be about, by attending all of the
relevant sessions on whatever. And they just, they really do
not see that this is necessary to the level that we're churning
it out you know. And they sometimes think, well really who
pays attention to it? I sometimes wonder that myself from
time to time you know (Manager 3, Trust 2).
In this instance, the voices of the other nurses are used to present a series of
persuasive arguments to explain why they are not involved. Moreover, the manager
suggests that she on occasion agrees with this viewpoint. Thus, 'the others' are "up
to date" and are delivering "the best standard of care". An emotive element is also
suggested by the questioning of "who" is paying attention to the involvement of
nurses in clinical governance. In a similar vein, another manager raises the point that
in many instances these issues can for nurses seem:
to be quite trivial, but it's not really trivial you know it's
important to the service, and it's important at the end of the
day to the kind of nursing care that you know the patients,
clients, whoever are receiving (Manager 2, Trust 2).
This presents a complex backdrop for those nurses involved in clinical governance.
Problems are not only identified at the level of the clinical governance agenda, but a
number of respondents also refer to a lack of awareness of the "wider picture" on the
part of some nurses, and in particular that ofpolitical developments. In this view,
staff:
just come and do their job and just go away again and, and
are not aware of the wider picture. And umm and I know
everybody groans they hate the word clinical governance.
Umm it doesn't really mean a lot to them you know, they
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just, to them it's just something else the government's
imposed (District Nurse 3, Trust 2).
This seeming lack of interest is connected with a problematic situation where it
becomes difficult to involve others, resulting in the prospect that clinical governance
projects may fail:
It can sometimes be very difficult to get all members of the
team signed up to what is seen to be the standard or the route
that you want to take. And if people are not signed up and
don't always accept the route that you are going, it can get
very difficult then (Manager 3, Trust 1).
As is apparent from these accounts, although the community nurses are in some
cases adjudged to be only interested in coming to work, the group, as a whole, hold a
range of opinions related to the initiatives, with a district nurse noting that if they
were asked:
what they understand by clinical governance? I think you
would have half a dozen replies and varied. And what do you
think it can do for you? I mean at the moment I think it would
be extremely negative (District Nurse 1, Trust 1).
The difficulties with engaging staff are also associated with the language used to
define and explain the clinical governance agenda, with a district nurse describing
these difficulties in vivid terms:
I think the terminology used is very off putting and [...] so
people are starting from a very negative point of view. So
they've got a kind of battle on their hands to get people on
board. I think they are, I think they are fully committed to it,
umm, but I think they would equally admit that it is an uphill
struggle getting people on board (District Nurse 3, Trust 1).
This statement also contains an apparent contradiction in portraying the staff as
"fully committed" and yet there is "an uphill struggle" for those attempting to engage
the staff in developments. This situation is summarised by a staff nurse who refers to
the cliche that the developments will:
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never happen to us [...]. That it doesn't really, it doesn't
really affect us, nothing really to do with us (Staff Nurse 2,
Trust 2).
4.3.3 Time and workload
Following from these descriptions related to the subjective and therefore less tangible
attitudes of the staff, the respondents also recounted problems associated with the
availability of nursing time and the pressures related to the community nursing
workload. These topics were amongst the most frequently given reasons for the lack
ofnursing involvement. For one district nurse there was an apparent tension in the
description of the time required to provide patient care, which subsequently left little
time to become involved in other tasks:
My priorities here are to visit the patients and to get the work
done, and most days there's not a lot of time left for anything
else. As I say it's time [...] and I think that's the thing for a
lot of people, their enthusiasm is there, the interest is there,
but you just don't get the time (District Nurse 2, Trust 2).
Thus this nurse indicates that the staff are interested and willing to be involved but
the failure to do so is outwith their control, a point also reflected by a support nurse
for whom:
the biggest barrier for me for doing anything with nurses, is
how do we help them to find the time? (Support Nurse, Trust
An alternative perspective of this difficulty is provided by a manager who describes
this issue from the view of the majority of nursing staff, indicating the difficulties
which arise when staff are taken away from patient care, resulting in an increase in
the workload of the remaining staff. This problem is associated particularly with
having:
six district nurses sitting round at a meeting even every four
weeks for a full afternoon, which is what it takes you know to
actually get anything done. But that is a lot of manpower
hours out of a service you know and, some poor devil back at
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the ranch is you know left to take all of that afternoon's
incoming referrals and so on (Manager 3, Trust 2).
A contrasting picture is also presented by the nurses involved in this agenda, who
indicate that they lack both the staff and the time to undertake all of these tasks:
Basically they don't feel there is enough people to do the job,
time for them to link to that, so that they can actually review
standards and procedures, patient information (Manager 1,
Trust 1).
One manager proposed that dedicated time should be provided for these tasks and
this "should be counted as essential time and be a gradual sort of phased thing rather
than adding on a few hours at the end of whatever" (Manager 2, Trust 2). This, it is
suggested will stop nurses having to complete work in their own time. There are,
however, other pressures on nursing time. In particular, associated with the need to
stay informed of developments, an issue linked by some respondents to the amount
of "paper" circulating:
There's too much paper, there's too much to read. We know
it's important there's nobody saying that it's not, but there are
only 7 Zi hours in people's working day or there should be,
but there isn't anymore. The amount of stuff that my staff do
in their own time is phenomenal (Manager 3, Trust 2).
This results in a situation where nurses are depicted as drowning in paper and having
to prioritise what they will take the time to read. This is not only confined to the
managerial and district nursing grades but extends to include the staffnurses, one of
whom notes difficulties:
because there is so much paper for everybody, that you tend
to prioritise. Oh the amount ofpaper, I came back on Monday
and that's that [points at paper]. We do a round robin here
and sign everything, and nothing gets filed or binned until
everybody's signature on it. So that's the only way to keep up
with it, really its ridiculous. So they had obviously read it and
then it ended up in my in tray and then I switched it over
there. But it is difficult to keep up with what's going on
(StaffNurse 2, Trust 2).
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The implications of this for the development of clinical governance are noted in
terms of the difficulties of eliciting comments on standards which have been
prepared for the nursing staff in a locality:
I mean you can send out things to just everyone, you send out
bits of paper to people, and they pick it up and they read the
first part, and they toss it or they read it depending on how
they feel about it (District Nurse 3, Trust 1).
Similarly, another nurse actually doubts that nurses looked at the standards which
had been prepared, or at best may have given them what appears to be a cursory
glance. The nurse notes how this situation is managed by stating somewhat
pragmatically that they had their chance:
I don't think they ever look at them, I may be being bad here
they probably looked at them when they came, and looked
through them and didn't disagree with, because it was all sent
to everybody before they were signed. So they all had their
chance to say we don't agree with this, and I don't think
anybody bothered (District Nurse 3, Trust 2).
4.4 Summary
The purpose of this chapter was to review and present the scene constructed by the
respondents for the subsequent implementation of, and involvement of community
nurses in, the clinical governance initiative. Although a considerable breadth of
issues was used to construct this backdrop, central to this has been the theme of a
changing milieu within which the community nurses are working. Overall, change is
presented as causing a constant disruption ofnormal working practices and seeming
to be, for the nurses, the new normality. The primary drivers for change are identified
with forces external to the organisation including both government led and economic
developments. The impression created is of impersonal and powerful forces driving
this process and of the nursing profession having to respond to the policies which are
being imposed. Overall, this creates the suggestion of deus ex machina in which the
invisible and external hand ofGod is conceived of as acting off stage and moving the
story of community nursing along to an unknown end.
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The impact of these changes was detailed for the community nursing role, with
particular implications identified for the district nurses and managers. The
management and administration of the nursing teams were also portrayed as being in
the process of development. This results in a lack of clarity regarding the boundaries
of the respective roles and responsibilities. These narratives position the community
nurses in an agenda where the scope for action constantly moves. For some, roles
have become hybridised as represented by the increasing managerial and
administrative focus of the district nursing role. Within this context, the introduction
of clinical supervision is presented as one aspect of the change agenda, in which
nurses have a degree of control over proceedings and a means of dealing with these
eventualities.
Clinical governance is also introduced as another element of the change process, and
as presenting particular problems related to defining and implementing the agenda.
Notably clinical governance is portrayed as complex, with the respondents drawing
from earlier projects and metaphors to define the aims and constituent parts of the
initiative. Despite this apparent complexity there was general agreement that the
central theme of clinical governance was a concern with quality, although this was
difficult to conceptualise with varying perspectives represented including those at
organisational, client and professional levels. Interestingly, the other theme identified
in the policy literature, accountability, was only mentioned infrequently by the
respondents.
The final component of scene setting was the extensive reference to the community
nursing workforce and the problems associated with involving them in these
developments. Thus lack of interest, fear and workload issues were presented as the
main impediments to involving other staff in clinical governance. An interesting
feature of this aspect of the narrative was the frequent use of a rhetorical approach
with the questions which other nurses may ask, justifications and counter arguments
presented in the course of the interviews by the respondents. Thus the respondents, as
indicated by Burke (1969), appear to be developing a scene which serves as an
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explanatory base for the actions taken by those actors involved in the development of
clinical governance, and it is to these considerations that the next chapter turns.
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Chapter 5
Naming the agents and the acts
The previous chapter examined the scene for the clinical governance agenda
presented by the respondents. This chapter continues the presentation and
examination of respondents' narratives, using for this purpose a further two aspects
ofBurke's pentad. These are: identifying the agents who were directly involved in
clinical governance activities; and highlighting the acts into which clinical
governance was subdivided. Identified in this chapter are the comparatively small
group of nurses involved in the development of clinical governance, and the breadth
of roles which they were described as enacting. As with Chapter 4, this chapter
presents the stories and accounts provided by the respondents, dividing these under
the headings of the agents and the acts; with the acts being subdivided into local and
national standard setting and organisational accreditation.
5.1 The agents
Burke (1969) describes the agents as those individuals who perform the acts, in other
words the actors who are concerned with making things happen. This statement
indicates the close relationship between the aspects of the pentad and, in this
instance, those of agent and agency. Therefore, in describing the characteristics of
the agents, reference was made within the narratives not only to those skills and
knowledge by which the agents were identified, but also to their use and hence to
their agency. In order to maintain the narrative flow, it was thought to be appropriate
not to adhere too closely to the differentiation between these two aspects of the
pentad. Indeed, as Burke frequently observes, there is an essential ambiguity between
the aspects of the pentad with, for instance, the agency of one actor providing the
scene for another.
Although various policy statements (Scottish Office, 1998) assert that all staff are to
be involved in clinical governance, this research identified only a small number of
staff as directly involved in these developments. The agents were drawn from all
grades of nursing staff and reflected the roles proposed by Scottish Executive (2000)
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for the delivery of clinical governance, namely overseeing, delivering, practising and
supporting. The research also indicates that a considerable part of the role of these
agents was concerned with providing a means of involving other staff in the
developments, or of representing the views of community nurses in the development
of clinical governance systems. The enacting of the clinical governance agenda is
considered in the following chapter. The range of activities, associated with this
agenda, evidently has an impact on the means used to identify the agents and the
specific skills, knowledge and personal characteristics they require. It is these factors
which are considered in this section. However, the role of the manager was identified
with delivering clinical governance, and a significant part of their role involved the
identification of the agents. This obviously forms part of the agency of the managers
and so, for ease ofpresentation and examination, the selection of agents and their
characteristics is included in this section.
There was evidence of oscillation and hybridisation between the roles of the agents
as described by the Scottish Executive (2000), and between the delivering and
practising roles performed by managers and district nurses. Thus some district nurses
were involved in decisions related to the delivery of clinical governance. This may
reflect either the continuing development of the district nursing position or a blurring
of the boundaries between the clinical governance roles, resultant from the
knowledge and skills specific to implementing this agenda.
Three main themes were identified with the selection of agents: organisational and
managerial factors; the personal characteristics or traits exhibited by the community
nurses; and finally, the knowledge and skills required.
5.1.1 Organisational and managerial factors
The community setting was identified by some respondents as providing a context
which facilitated the involvement of nurses in the latest developments. This was a
factor associated with the working arrangements of the nursing team which, it was
argued, enabled these nurses to exhibit more autonomy. This was explained by one
manager with reference to management arrangements, suggesting that community
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nurses held less responsibility for managing other staff, and were therefore able to
address these issues by being:
a little bit more proactive. And I think that's something to do
with the fact that they're [...], not managing such a hierarchy,
and they probably feel more empowered [...] to be able to go
off and do whatever they see is needed to be done (Manager
1, Trust 2).
A support nurse repeats the same theme, although in this case relating it to their
ability to create the time and space required to assist with projects. This reiterates the
topic of the precious commodity of time identified in Chapter 4, with the nurses in
the community described as having:
more autonomy, and they're a bit more responsible for their
own time, therefore they can make a bit of a window of time
to do things [...]. If I'm looking for people to do help me
with something I'll get community nurses (Support Nurse,
Trust 1).
In this way, it is suggested that involvement is to some extent dependent on the
agency of the individual nurse. Despite this apparent autonomy the nurses who are
directly involved in clinical governance projects are comparatively few in number. In
part this may be due to the primary determinants, described by respondents, of
having an interest in this topic and being willing to attend the meetings. Thus the
nurses involved in this agenda are described as the:
small group of people who turn up two, three times you
know, [...] maybe half a dozen, who are stalwarts who are
interested in that side the quality side (Manager 2, Trust 2).
The use of the term "stalwarts" suggests the resolute and determined nature of these
nurses and implies that they are performing duties beyond that normally required by
their roles. This is also implied by the description provided by a staff nurse who
states "I think you will get the dedicated few who actually are doing clinical
governance" (StaffNurse, Trust 1).
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deliver the corporate account. The means used by the nurses were found to span
Burner's (1986) two modes of cognition, the paradigmatic also known as logico-
scientific and the narrative mode. The emphasis was placed, by the majority of
respondents, on the paradigmatic mode with the use ofEBP and audit systems. The
respondents were also found to draw simultaneously from both ofBruner's (1986)
modes in employing a range ofpersuasive skills when seeking to involve other staff
in these developments. This study of the enacted narrative concludes with a review
of the purpose of the agenda and perceived benefits arising for community nursing.
Chapter 7 presents a discussion of the findings, using relevant theoretical
perspectives, in consideration of the accounts produced and the means whereby these
were developed. The research demonstrates the continuing managerialisation of
community nursing, with the majority of respondents found to represent managerial
positions and to draw upon EBP. The primary means of delivering the community
nursing account was through the use of calculative techniques, delivered by small
groups of nurses, usually within a management framework. There was an evident
emphasis placed on the production of accounts with a managerial orientation. Thus
the accounts for community nursing were found to place less emphasis on the
promotion of sharing and learning between clinical settings. There was also a
narrative which presented a worrying discounting of the nursing profession, its
history of involvement in quality management and, prospectively, its current role in
the clinical governance agenda.
In conclusion, the chapter reflects on the implications of these findings for the
community nurses, managers and further research.
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Despite the identification of autonomy and personal interest as key factors in the
adoption of this role, the managers were also found to be pivotal in promoting the
involvement of staff. These managerial agents were described in a number of
instances as being crucial to the process of delivering the agenda, and in particular
enabling the involvement of other staff. One manager describes her part as that of "a
doer or worker", indicating by this her proactive role in facilitating clinical
governance, providing direction for activities, creating organisational arrangements
and thereby enabling other staff to become involved. Interestingly, the manager
described herself as having no clearly defined role in clinical governance and
consequently explained her position in more fluid terms as:
I suppose I'm one of the workers on the on the ground [...].
I'm suppose I'm making it work, I'm a doer yes, [...]. I mean
you can't get involved with everything, and I suppose it's just
making sure that the staff are given opportunities I think as
much as anything else. So it's I think facilitating (Manager 2,
Trust 1).
Although this description is couched in somewhat uncertain terms, other respondents
offered accounts which stressed the part played by managers in promoting the
involvement of other staff. Amongst these, the most frequently mentioned was the
provision of extra time with staff acknowledging their reliance on the provision of
additional hours to complete projects. Two respondents recount such a story from
both the managerial and district nursing perspectives. The manager indicated her
involvement in establishing a clinical audit project to rectify identified problems with
nursing practice in the locality. This necessitated not only the provision of extra
funding for additional nursing hours, but also the identification of a nurse to lead the
project. The nurse was subsequently identified on the basis that she wished to work
extra hours and, according to the manager, on the level ofmotivation the nurse was
said to be exhibiting:
we had a district sister who is quite motivated who said that
she was wanting extra hours, so we asked if she would like to
start the audit, the nurse herself (Manager 4, Trust 2).
150
The nurse in question mirrors this account indicating the proactive role taken by the
manager, who is depicted as having approached the nurse directly and asked whether
or not she would:
be interested in working one day a week, would I be
interested in carrying this out (District Nurse 2, Trust 2).
It is interesting to note that the primary emphasis here was the nurse's desire to work
additional hours; at no point was her knowledge of the subject mentioned by the
manager as a determinant for involvement. This is particularly relevant as the nurse
concerned indicated that she knew nothing about clinical audit, standard setting or
clinical governance, reducing the primary qualifications for the selection of this
nurse to those of availability and personal motivation.
A staff nurse also recounts the circumstances surrounding the provision of extra time
to complete a clinical audit project. The staff nurse had argued that successful
completion of the project was dependent on this additional time, and extra funding
was provided by the manager, to employ another nurse to take over the respondent's
duties. However, during her account, the same staff nurse indicated a degree of
surprise that the time was indeed provided:
I had to have time set aside for me to actually go and do that.
I got given time, I got released to actually go and do it [...].
They employed a girl to actually come and take over my role
for the day and, I went away and did my homework [...]. I
had to ask them you know, but they did facilitate this because
otherwise it wasn't going to progress anywhere you know. I
think if you doing any sort of research or auditing you have
to have time away in order to do it properly (Staff Nurse 1,
Trust 1).
The provision of time was only one of the means used by managers to identify and
facilitate staff involvement in specific projects. Another method of selection
employed was the identification of nurses through their attendance at meetings. Thus,
in the following instance a manager was described as exhibiting considerable
influence over clinical governance processes, and selection of staff for involvement
in a group which was re-writing the nursing standards for the locality:
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at the last district nurse meeting [the manager] asked for
volunteers to look at [the standards], all they've got to do is
upgrade them, they've just got to get more recent references,
'cause they're all written they're not going to be changed as
such. And she said I'm not leaving here until I get volunteers.
(District Nurse 3, Trust 2).
The selection of volunteers for other projects is also recounted, with a district nurse
explaining with some surprise how she came to be the clinical governance
representative for her health centre. Accordingly, there were to be nominated staff
for specific roles, including:
a clinical governance facilitator if you like for the GPs. And
then they've got a person in each health centre, a rep in each
health centre, which is really interesting because that's me
(District Nurse 4, Trust 1).
Although this "rep" role was described as being created for each health centre in the
locality, little explanation was given as to the rationale underpinning the selection
process; although the nurse continues by noting that the representatives were
"interestingly enough [...] all nurses". There is no indication given as to why it was
this particular group of staff, if it was due to a perceived availability of time or of a
particular position within health centres. The positioning of nurses in these roles is of
interest given the stated concerns of some respondents, regarding the isolation of the
community nurses from developments within the health centres. In this instance the
nurse is undertaking a bridging role between the community nurses and primary care
teams, although the nurse expresses considerable frustration related to her situation
and to the lack of support from and solidarity with the staff in the health centre.
Overall the nurse summarises her assignment to this role as:
a total nightmare. I mean communication's quite difficult
within the [...] the broader sense of the health centre. It's
difficult getting people together, it's difficult to get
consensus, and it's just very, very difficult (District Nurse 4,
Trust 1).
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5.1.2 The interested few
The level of interest exhibited in clinical governance and staffmotivation, provides a
recurrent theme in the descriptions of the agents. Although in some instances these
descriptions are applied by the staff to themselves, they are also used by managers
and support staff to describe the nurses involved in these activities. Interest in
clinical governance is evidently an important factor in explaining the respondents'
involvement. Moreover, it is contrasted in the narratives with the view of the nursing
majority as uninterested in these issues, as illustrated in Chapter 4. Despite the
emphasis many respondents place on this aspect, it is qualified in a number of
instances with descriptions of other factors, which are seen to be driving the
involvement of nursing staff. This position is tempered by one district nurse who
identifies problems arising from constantly calling upon the interested few to take
initiatives forward in community nursing.
In a description of nurses involved in clinical governance a manager terms them the
"doers" and contrasts their actions with other staff who display little interest in
developments. Thus a view of the doers is constructed by opposing the portrayal of
the two groups of nurses, the interested and uninterested. Accordingly some nurses
are described as:
leading and doing great stuff. I mean are taking a real
initiative and being innovative. And [...] others it's someone
else's job, and I'm going to get on with my own job thank
you. A few of them [...] are actually really getting down to
what we need to do, to really introduce clinical governance
'cause they've got a real interest in patient care and quality,
and have an understanding of what clinical governance is. So
they're really just starting and it's interesting to watch their
enthusiasm and drive (Manager 1, Trust 1).
In identifying the interests of these nurses who are capable of "really [introducing]
clinical governance", the manager describes these as existing across an extensive
array of topics including those ofpatient care, quality and clinical governance.
Furthermore, a district nurse notes that the successful implementation of clinical
governance fundamentally requires people:
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who are interested and motivated, you can't force people to
do something, or to participate in something and give it their
all (District Nurse 3, Trust 1).
This statement presents a view that the successful implementation of this agenda
relies on volunteers or those who can be persuaded; although the respondents also
indicate that staff are identified on the basis of other reasons, including what is
termed the "willing horse syndrome" (Support Nurse, Trust 2). However, this nurse
also notes the difficulties arising even for these interested few:
[The] one or two as I say are really keen who want to be
involved, but because of their clinical commitments just can't
be involved. And I think for others it's just time constraints,
because more and more people want more of them (Support
Nurse, Trust 2).
This respondent also indicates that not all nurses are involved on the basis of the
level of interest, depicting other reasons, including those concerned with career
development and others who may have been coerced. Thus project groups may be
formed from:
one or two who drive the group you know, they've got a
genuine interest in it. Others are there because it'll probably
look good on their CV that they've been involved in it. And
there's a couple of others there, who are there because
they've been coerced (Support Nurse, Trust 2).
Despite this diversity within the groups, those driving the proceedings are in the
majority of instances identified as being the interested participants. However, a
pragmatic approach was found to have informed the decisions of two nurses who
describe what they gained from their involvement. Firstly, a district nurse recounts
how she originally volunteered to be a member of a group:
because we were told it was [...] we were told it was setting
standards and it would be a short-term group. So I
volunteered, I thought it would be interesting you know'. I
find if you go on groups that's when you find out what's
happening in the world, and I find that you get a lot of
information that you don't get if you're just going to the
monthly meeting (District Nurse 3, Trust 2).
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Thus involvement in these activities is viewed as a means of remaining informed of
the wider context of health care, over and above the information normally provided
for the nursing group. Again this contrasts with the portrayal of some of the nursing
majority in Chapter 4 as having little interest outwith their own nursing role.
Secondly, a staff nurse presents a complex picture of the reasons underpinning her
involvement, indicating both the need to involved and yet tempering this by
expressing considerable reluctance. This is conveyed by her opening statement that:
when something like clinical governance comes along you
just think you know, what difference is it going to make to
me? There is that general feeling about a lot of these things
and you can see where it comes from. But as I say I
personally I've got too long left to work, I have to try and
keep a handle on it, or I'll be left like a dinosaur (StaffNurse
2, Trust 2).
Whilst staff interest has been identified as an important driver for involvement in
these reforms, it also presents an object of concern for another nurse. This arises
from the perceived use of the same nurses in taking forward initiatives and, as a
result, creating:
almost an elitist band who take charge of all these issues.
What you find I suppose and I would imagine it's maybe the
same across all areas, is that you'll get certain district nurses
or people who throw themselves on to practically every
committee, and every band wagon that comes up. You know
when they look for a volunteer the same old hands go up for
everything, it's maybe time to try to encourage other people
(District Nurse 4, Trust 2).
Furthermore, the nurse adds that although the use of small groups is perhaps "OK"
for some projects, this is evidently not the case in the instance of clinical governance
as all staff are required to take responsibility for these issues. Therefore:
it's not just for this small band to be addressing. It's
something on the wider scale, everybody really needs to, I m
sure they do to a certain extent. But you know what it's like if
there's willing people to go on these committees. Maybe we
should try something like you serve a year on the committees
and then the committee changes, so that everybody then has a
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level of responsibility and experience, and builds confidence
with the issues that are on board (District Nurse 4, Trust 2).
5.1.3 Knowledge and skills
The identification of agents has thus far been determined by organisational and
managerial factors as well as the individual's level of interest. The following section
considers the final aspect raised by respondents; that of the knowledge perceived to
be required by those involved in this agenda. From the accounts, the range of
interpretations suggests that there is an evident difficulty with defining precisely the
knowledge and skills required. The accounts ranged from those who acknowledged
that they had been entirely ignorant of the requirements of the agenda and,
consequently, had few relevant skills to others, notably the staffnurses, who viewed
the acquisition of these skills as an integral part of their nursing role and professional
development. There was however a degree of commonality running through the
aspects identified. This included the use of analytical skills; reference to the use of
research; the use ofEBP, audit skills; and finally, ensuring that the nurses keep up to
date with the latest developments in patient care. In particular the managers were
found to demonstrate a concern with the development of knowledge pertaining to
critical analysis, including the sequential and critical processes ofproblem
identification and solving. The view of knowledge taken is similar to Bruner's
logico-scientific paradigm and also Morgan's (1986) conceptualisation of
technocracy, in which knowledge is viewed as a rule based exercise, concerned with
the ability to solve problems.
The skills of critical analysis were identified by two managers as being crucial to the
processes of questioning and evaluating the delivery of care; and also to the
examination of the evidence base for nursing practice. Thus a manager notes that it is
crucial:
that from their assessment they can critically analyse just
what is going on and what is needed [...] to evaluate what is
going on. What is the care that's given? What could be done
better or are there different ways of doing it? I think as well
that it's important that they have the ability to look at
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evidence based practice, and are continually auditing
(Manager 3, Trust 1).
In a similar vein, another manager notes that clinical governance creates a
requirement for nurses both to develop and use a critical approach to the delivery of
nursing care. Thus they are expected to develop a background in research and audit;
and to become more responsive to changes in practice by:
being up to date as far as guidelines, that type of thing is
concerned. And reading articles, and looking at them, and
critically analysing them. And seeing you know, is this
highlighting an area in our practice that we should be looking
at? (Manager 3, Trust 2).
This knowledge is depicted as spanning a complex array of skills, including those of
questioning, learning to adapt practice in line with new evidence and articulating the
basis of their nursing practice in terms of audit and research evidence. A district
nurse adds another dimension to this by returning to a point raised by other
respondents. Here nurses are aware of the wider context within which community
nursing operates and have ideas as to how district nursing may develop:
I think you have to be someone that has, well you have to
have a clear idea of district nursing and where it's going, and
also have a lot of knowledge of what's needed. What you
know, what is it that district nursing needs to look at.
Because a lot of people have no idea (District Nurse 3, Trust
2).
From the perspectives presented above, it is evident that analytical skills are
required, giving rise to questions as to how these are obtained. The respondents
indicate that these skills are acquired through both formal and informal routes. It is
also evident from the accounts that the staff nurses possess the research based skills
most closely resembling those identified by the managers. From the respondents
accounts, it was apparent that the initially limited role of the staff nurses in these
developments was now increasing, with a district nurse suggesting there should be:
157
more involvement of staff nurses in clinical governance
issues. And that's going to come as a natural progression of
the changes (District Nurse 4, Trust 2).
In particular one staff nurse is described as having been chosen to become a member
of a clinical audit group on the basis of her level of interest. Additionally this nurse
has relevant knowledge of this topic obtained through completion of a quality and
audit module. The nurse describes this in terms of her "supposed knowledge as
regards research and audit and all the rest of it, which was flattering but probably
incorrect" (StaffNurse 1, Trust 2). As well as this concern with quality related
activities, she also highlights her experience gained from being:
seconded to the IT department for a few months umm, and I
think she wanted someone not from the IT department, but
with links in the IT department, so we could take some things
back and say well, how about, how do we integrate this into
the community system? [...]. I think probably I've a bit of
knowledge as regards the process of audit. And a bit of
knowledge as regards the IT department and computers (Staff
Nurse 1, Trust 2).
In a similar account another staff nurse also relates the skills she has attained by
completion of a degree programme, and which has led to her being selected to
participate in a review of the nursing standards in her locality. Amongst the reasons
provided for her inclusion the nurse refers to her ability to conduct literature
searches:
I've got the IT skills to do the literature search that we need,
umm so that won't be a problem I think that'll be alright [...].
I can see the relevance of searching the literature and, you
know providing best practice. That's obvious isn't it? That's
obvious to anybody (StaffNurse 2, Trust 2).
The involvement of the staff nurses in these activities was found to draw from their
completion of formal educative processes. In the case of those respondents who have
been qualified for a longer period a different picture is evidenced. Thus a manager
recounts how she moved from having little initial knowledge related to these topics,
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to a position in which she is now able to critique the earlier systems for standard
setting:
I used to think standards sound really complicated and, I used
to look at these sheets and worry about how I was going to do
all that. And of course now I just think you know they are
just rubbish, I've moved on so much (Manager 4, Trust 2).
In a more detailed account, a district nurse recounts the processes which were
involved in her transformation from a position ofhaving been resistant to learning
about this subject. Thus she exhibited some of the behaviour identified with the
nursing majority. The nurse states:
at first I knew absolutely nothing. Because audit I think was
one of these things, I think like everybody else that you
know, I knew the word and I knew it was there, and I thought
oh you know right, OK, switch off to that (District Nurse 2,
Trust 2).
However, this position was changed as a result of her involvement in leading a
clinical audit project, where the skills required were recounted as having been
learned on the job, almost in terms of an apprenticeship system:
I really had to sort of leam that, I have learnt a huge amount
from doing it. I learnt on my feet (District Nurse 2, Trust 2).
This story is similar to that recounted by a number ofparticipants and goes some way
towards explaining the stated concerns of other nurses with becoming involved in
this agenda. A district nurse illustrates the awareness that, "to participate in things at
whatever level there is a need to develop new skills" (District Nurse 3, Trust 1),
adding:
that's not something that I would expect people just to be
able to pick up and do, they would need to be trained to do
that (District Nurse 3, Trust 1).
However, from the respondents' accounts it is apparent that the training and support
available is piecemeal. This is illustrated by the varying positions adopted by the two
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Chapter 1
A history of clinical governance
The stated intention of clinical governance was to place quality at the centre of the
delivery of care and to correct the emphasis created by earlier reforms "on counting
numbers, ofmeasuring activity, of logging what could be logged" (DoH, 1998,
foreword). Although an extensive body of literature has been published on the
initiative representing multiple perspectives (Lim et ah, 2000, 2001; Tait, 2004), the
nursing literature has been "largely uncritical of clinical governance" (Watson, 2004,
p. 38).
To identify the factors concerned with nursing involvement in clinical governance
this review examines a body of literature representing professional, managerial and
organisational perspectives. A search of nursing and management journals was
completed using electronic databases including BIDS, IBSS, OVID, CINAHL,
Emerald Management, Science Direct and SHOW. Amongst the literature identified
and included in the review are government policies published 1983-2000, theoretical
analysis and empirical research.
Drawing from this literature the review provides an overview of the NHS
management reforms during this period, tracing the development of the quality
agenda in health care, the role of the nursing profession and identifying the concepts
that underpin the development of clinical governance. The review then turns to
research conducted on the reforms, including those which focus on the nursing
profession and the impact of government reforms on the health professions.
1.1 NHS management reforms 1983-2000
This section provides an overview of the management reforms 1983-2000,
commencing with government policy for the period 1983-1991 (DHSS, 1983; DoH,
1989); then turning to the clinical governance policy framework (Scottish Office,
1997; DoH, 1997; Scottish Office, 1998; Scottish Executive 2000) and concluding
with a brief overview of the management reforms and community nursing.
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support nurses, one ofwhom provides training support for staff, whilst the other
demonstrates that training and education are only provided on an ad hoc basis. The
latter was also clear that this is not a significant part of her role and function. A
manager in this support nurse's Trust however, reports on the results of a training
needs analysis in which the need for clinical governance training and education had
figured prominently in staff responses.
For many staff, learning on the job is evidently the primary means of gaining skills
and the participants provided various examples, whereby they call upon the available
experts working within the organisations. This was the route chosen by a district
nurse who called upon a clinical audit specialist for assistance with learning how to
use software programmes for analysis of data. In this instance the:
clinical audit officer for the Trust has been supportive you
know and, umm when it came to transferring the data from a
spreadsheet to a graph she went through that with me. So it
was her that really taught me how to do that, and then I went
off and did it all myself (District Nurse, Trust 2).
Instances of a more formal approach were also evident in Trust 1, with the example
given of a secondment programme for some nurses, during which period they spent a
day a week in the clinical audit department, gaining the skills associated with clinical
audit. Additionally if these nurses have an idea:
that they'd like to explore further they can do a literature
search and work up a proposal. So I think we are, umm you
know, actually helping people to develop the skills slowly but
surely (Support Nurse, Trust 1).
This programme was also referred to by a manager, who notes the range of specific
skills that the nurses have acquired from working with the staff in the audit
department, including the preparation and use of questionnaires and the conduct of
clinical audit projects. Reference was also made to a formal training programme for
the assessors who were to be involved in the RCGP accreditation systems; this was
however perceived by a district nurse to have been inadequate:
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from my personal point of view, I mean I don't feel it
equipped me to go and assess a practice, which I haven't
done yet. But I really don't feel the one day training that we
did, I don't think that has really equipped me to go and assess
them (District Nurse 4, Trust 1).
In an interesting exploration of the knowledge and skills required, a support nurse
provided a detailed examination of the various nursing grades. The support nurse
suggests that clinical nurse specialists provide an exemplar of the skills required to
implement clinical governance, stating that "the people who do actually live clinical
governance to a certain extent, maybe about 60 to 70% would be the clinical nurse
specialists" (Support Nurse, Trust 1). These skills are viewed as spanning research,
audit and the development of an evidence base for practice, with the nurse specialist
putting these into operation by finding:
out what the evidence is, and to apply that, to look at risks, to
think all that through, that's just part and parcel of what they
do. They all do audits here regularly, some of them are
involved in research (Support Nurse, Trust 1).
Having defined this role the support nurse then proceeded to subdivide the use of the
knowledge and skills base across the nursing grades, creating a hierarchy of skills
and applying these to all grades. The acquisition of these skills is presented as an
integral part of a nurse's training and professional development. A view of the
knowledge used in practice is also presented as being determined by the position of
the nurse on the professional hierarchy, and therefore:
clinical governance for a D grade is going to be different than
[...] that for an H grade. So, for example, if we take
something like research [...], I expect clinical nurse
specialists to instigate research, to define what the research
questions are and to go out and find either if there is already
evidence or research findings, to bring it to people's notice
and to read it. E grades I would like them to start kind of
looking (Support Nurse, Trust 1).
The knowledge used in the clinical governance setting is also depicted by one
respondent as a double-edged sword, with an account given of the impact of a former
member of a clinical governance group on the other nurses in this group. This nurse
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was described as highly motivated, academically sound and capable of spending time
seeking out information and evidence. The subsequent use of this knowledge was
however viewed as problematic by her colleagues, resulting in a degree of alienation
from her community nursing colleagues. Interestingly, this nurse was also described
as having a weak knowledge and experience of community nursing, although the
respondent also notes somewhat ironically that this would probably not impede her
career development. This nurse is viewed as having created:
a feeling within the group sometimes that she could have run
the group on her own. I don't mean that in a derogatory way,
she was really, really hot, and could spend lots of time going
off to the library and seeking out information, and everything
you know. Umm but now that she's moved on and is not in
that group, the dynamics have changed considerably in that
everybody now feels quite able to come forward and maybe
put their foot in it a few times and, maybe say things that are
a bit. [...] It's just gives them a confidence now to be able to
come to the group with ideas, and be able to vocalise their
feelings on things a bit (District Nurse 4, Trust 2).
Morgan (1986) indicates that knowledge and control are inextricably linked with
knowledge providing control over decision processes in organisations. As such,
power is found to accrue to those who are involved in defining organisational
systems. From this examination of the respondents' perspectives of knowledge, there
are evident concerns and uncertainties over the development and use of critical
analysis; and ofpromoting the voice of those nurses who are less confident in the use
of these approaches. Thus the acquisition of the required knowledge veers from
being something acquired 'on the job' through to its association with formal
educational programmes. However, the enactment of clinical governance commences
not only with the acquisition ofparticular skills and knowledge, but also with the
inscription of a definition of clinical governance within the acts into which it is
subdivided. The following section considers the acts in which these agents were
involved, beginning with standard setting and moving on to organisational
accreditation.
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5.2 Act 1: standard setting
In an explanation of the dramatistic pentad, Burke (1969) describes the acts as
forming the central feature from which the other four aspects of the pentad radiate.
Interestingly, Burke also states that the acts were not to be conceived ofmerely in
terms of the deeds completed, but also in terms ofwhat happened in thought.
Therefore, identifying the acts is also concerned with processes of defining and
establishing the boundaries and interrelationships and, in the instance of clinical
governance, the means whereby the corporate and professional accounts are
provided. The following sections consider the development of local and
organisational standards and a history of standard setting by the nursing profession.
5.2.1 Local and organisational standard setting
The development and use of clinical standards occupies a central role in clinical
governance activities and it is, therefore, unsurprising that they are the term most
frequently used to describe clinical governance in the respondents' narratives. This
centrality of standards to quality improvement activities is also reflected in the
literature associated with nursing (RCN, 1981), the health service (0vretveit, 1992;
Dickens, 1994), and management (Cole and Scott, 2000). The concept also occupies
a pivotal role in a number of quality assurance and quality management systems. In
addition to acknowledging this centrality, some authors also consider the levels at
which standards may be set and the professional, managerial and client perspectives
they reflect, with 0vretveit (1992) referring to the difficulties in developing and
agreeing standards. This section examines respondents' explanations of the acts
associated with the use of standards, and refers to both local and organisational
applications.
A perspective of clinical standards is provided by a district nurse who presents them
as an integral part of the quality improvement narrative and central to the processes
of clinical governance. Thus the stages are presented as a sequence of activities
which commence with the setting of standards and proceeds through to a final phase
when nursing itself becomes the object of attention and improvements in nursing
practice are achieved. Therefore the nurse states:
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clinical governance is well, just what I've said, is setting
standards, auditing these standards and just looking at
nursing itself and how it can be improved, that's really the
way I look at it (District Nurse 3, Trust 2).
This extensive agenda is presented with an almost bewildering simplicity,
emphasised by the word "just" which is related to both "setting standards" and
"looking" at nursing. The centrality of standards setting to this sequence is apparent,
although there is no indication as to who is setting these standards and at what level.
However, one district nurse associates the setting of standards with the achievement
of the highest quality, which would result from basing standards of care on research.
Clinical governance for this nurse is described as:
obviously trying to provide a service of the highest quality of
care, based on good standards of care that's research based.
My understanding is that the care we provide should be the
highest standard (District Nurse 2, Trust 1).
This can be viewed as a prospective or ex ante view of standards which provide a
level of quality to be achieved. Whilst the above example indicates the use of
standards to achieve quality of care, the following extract locates the use of standards
within the clinical governance agenda as a means ofproviding evidence or an
account of the performance of the community nurses.
I mean it has to be part of clinical governance in that you
must, you know, we have to show that we can actually, that
we are achieving standards, or that you know, there is
evidence there to support what we are saying (District Nurse
3, Trust 1).
This example presents the retrospective or expost approach in which the standards
measure the care achieved. Thus standards can be both prospective and retrospective
and appearing Janus-faced in their ability to look in both directions simultaneously.
In a further example a district nurse relates the use of standards to the provision of
evidence, although in this instance the performance is measured in terms of resource
usage and the process forms part of a formal management framework. The
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framework is used to ensure that the nurses are able to provide proof not only that
they are providing the correct quality of care, but that this quality is within an:
adequate resourcing level, that we're working within the
resources that are available. And in order to monitor that we
work to a performance framework which will be reviewed on
an annual basis, or more often if need be [...]. And we look at
all the different umm factors involved in maintaining
standards, certain standards of care. We've reviewed all of
the standards and that's in continual review, update, that [...]
we look at certain clinical aspects (District Nurse 4, Trust 2).
This district nurse has identified the concern with maintaining, updating and
reviewing standards and, in a continuation of this account, highlights the role of
national standards in these processes. Thus SIGN guidelines are described as
providing a means ofmaintaining local standards and of acting as an authoritative
basis for the development of local nursing standards. These national guidelines are
also presented as providing a prompt for the development of clinical standards:
on practically most areas of care. We have standards on the
care of the diabetic patient, a lot of our standards are devised
around SIGN guidelines. So if there's a SIGN guideline on a
nursing issue say leg ulcers, wound care, diabetic care, care
of the patient with a stroke, care of the patient with a catheter
you know, all these different directives we've more or less
got. We've got about fifteen up and running just now. I
would say umm we're using a lot more tools, we're adhering
a lot closer to SIGN guidelines on most clinical issues, so it's
tying us not only into a local standard, but also national
standards (District Nurse 4, Trust 2).
Although in this example the use of SIGN guidelines are used to prompt the
development of local standards, the management process within which this is located
is limited to the nursing profession and largely directed by the nurses and
performance group members. In a contrasting account provided by a manager, the
proposed means of setting standards should be formalised throughout the
organisation, and concerned with achieving the three priorities signed up to by Trust
management. These in their turn are based on three SIGN guidelines. Thus the
organisational structures and staff activities are, according to this manager, focused
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on the achievement of these standards. In her account she states a concern to preserve
a "bottom up" process in which the voice of the staff is still heard:
I think the fear for me, is that in a structure, that we're not
driven too much from the top to say this is what the Trust is
signed up to. This is what we're gonna be measured on, this
is how we're gonna evaluate how effective our clinical
governance facilitation and roll out is. Because it has to come
from the bottom up too (Manager 3, Trust 1).
There is, however, a seeming contradiction with her view of a management structure
concerned with ensuring that each locality develops a structure, comprising
standards, guidelines and protocols; and which promotes a top down focus:
if the Trust are committing and if the clinical governance
management group are signing up to specific SIGN
guidelines, or clinical standards [...], we need to be very
clear that we tie in completely with what the Trust is signed
up to. So we know we're not going off at any tangent. So we
need to get the priorities from the clinical governance
management group of what [...] guidelines the Trust are
signing up to, to put out so that we fit in with that, that we
don't suddenly go off and do something else (Manager 3,
Trust 1).
This section has reviewed the range of acts which the use of standards can
encompass and the considerable breadth of usage identified by the participants.
Whilst the acts inform the processes of clinical governance, the nursing profession
also has a history of involvement in standard setting and this is seen to influence the
construction ofnursing involvement in clinical governance. The participants offered
numerous references to this history throughout their accounts and the following
section further considers the construction and use of this history.
5.2.2 A history of standard setting
The version of standard setting presented by the respondents is one which belongs to
the nursing past. It is influencing both the future development of clinical governance
and the involvement of nurses in this agenda. This section traces the transformation
of standard setting from an initiative viewed as belonging to the nurses to one
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involving other professions. From this account it is apparent that, despite the concern
with the past, the picture of these nursing acts is on occasion discredited during the
recounting process and the skills and achievements of the nurses involved are
seemingly overlooked.
The historical context of standard setting is established by the respondents who refer
to their membership of various groups, and the subsequent evolution of these groups.
These processes of adaptation are outlined by one respondent who traces the
standards, quality and performance groups within a locality which originally had a:
standards group who used to meet, I wasn't a part of it, and in
actual fact when it was up and running I think I was still a
staff nurse and studying for my degree at the time. And it was
ongoing with a group of the already qualified district nurses.
And they originally wrote the standards, when performance
review, well not performance review, when the quality
assurance group came on board which must have been about
'98, '99 (District Nurse 4, Trust 2).
Another nurse provides an almost biblical account of the genesis of these groups,
stating that:
before clinical governance we had standard setting, we had
standard setting groups, I remember sitting on them (District
Nurse 3, Trust 1).
Other respondents also illustrated their membership as spanning these various groups
with the membership remaining the same in many cases, even though the groups may
have been recreated or renamed. For one nurse their own continued involvement with
the groups was due to the failure to persuade others to take on this role.
Consequently, this nurse's account creates a picture of having almost served time
as she was:
one of the first members, in fact I don't think there is
anybody there that was an original member except me.
Because when it changed its name we had the opportunity to
leave, but there was nobody really wanted to take it on so I
stayed (District Nurse 3, Trust 2).
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The renaming of these groups features in several participants' accounts, illustrating
the change from one initiative to another, although there is little indication that the
groups changed their purpose. Thus the process is summarised somewhat
dismissively as putting "things under new names", a procedure performed by the
ubiquitous "they", who were identified by respondents with earlier reforms in health
care:
we were standard setting there as well, I remember doing it
there too, so its not that it doesn't happen. They put things
under new names and reorganise them, and then that makes it
very difficult for people to actually document what they are
doing or put it under the right terminology. But it doesn't
mean it doesn't happen in practice, its just not perhaps what
people are expecting it to be (District Nurse 3, Trust 1).
At this stage, the groups in this locality were concerned with representing the
interests of the nursing profession, usually at the level of local management. This
situation was transformed, however, with the advent of clinical governance and the
resultant metamorphosis of the group into a performance review group. This process
was replicated for the other nursing disciplines, including health visiting and mental
health nursing. This resulted in the district nurses having:
what was originally called a quality assurance group, which I
was a member of, and which [...] set up our performance
framework. And then it developed once our performance
framework was actually in situ, the performance review
group. The health visitors I think have the same sort of
structure. And we look at all the different factors involved in
maintaining standards, certain standards of care (District
Nurse 4, Trust 2).
An interesting feature embedded within some of the respondents narratives, is the
apparent discounting of the nursing history in standard setting initiatives. Here
reference is made to a range of factors which were seen to have limited the
usefulness of these earlier systems, including the limited shelf life of standards and
the distance of these systems from clinical practice, both conceptually and
physically. This latter point is particularly apparent in the descriptions provided by a
manager who portrays the author of the nursing standards as an isolated individual.
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somebody just sitting there writing up all these standards like
the [quality facilitator] used to do. You don't get much out of
that, because it's written, it's stuck in a folder, and it's put up
on a shelf and maybe you'll go and look at it for some reason
or other. But I think it was more an exercise just to say that it
was done, I don't think its truly related though to practically
what you did on the ground (Manager 3, Trust 1).
The perception of isolation is reinforced by the use of imagery to portray the
apparent placement of these standards in folders, on a shelf, seemingly out of reach
of clinical practice. Furthermore, the production of standards is discredited by their
depiction as a paper exercise, with little apparent relevance for clinical practice. The
problematic nature of developing standards over time is referred to by another
manager who tells of nurses talking about:
standards for a long time, and we had standards, we had a
book of standards, a black folder of standards. I think, well I
don't even know if I have got it in a folder under audit [...]
because I threw a lot of them out, because they were so out of
date it was just embarrassing (Manager 4, Trust 2).
In this instance the earlier standards are again perceived to be of little value, based on
the problem ofmaintaining them and keeping them up to date, reinforcing the view
that standards have a limited shelf life. What is surprising in these accounts is the
fact that there is little appreciation of the earlier work or what was achieved, with the
nurses seeming to wish to trace their standards and quality antecedents and
credentials only to discount them. This lack of appreciation is a factor which seems
to have transferred to the development of clinical audit, with one district nurse
describing the lack of interest of nurses in the standard recently produced by the
clinical audit group:
I mean you can send out things to just everyone, you send out
bits of paper to people, and they pick it up and they read the
first part and they toss it, or they read it depending on how
they feel about it (District Nurse 3, Trust 1).
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1.1.1 Management reforms 1983-1991
The genealogy of the clinical governance agenda has been traced back to the 1983-
1991 management reforms of the NHS, and their implementation over the period
1983-1997 (Flynn, 2002; Harrison and Lim, 2003b). Although the NHS has, since its
inception, been subject to a sequence ofmanagement reforms led by successive
governments, the period 1983-1991 is notable for the scale and impact of the reforms
introduced in the search for increased productivity, efficiency and improvements in
quality (Harrison and Pollitt, 1994; Klein, 1995; Traynor, 1999). The publication of
The NHSManagement Inquiry, Griffiths Report (DHSS, 1983) is recognised as the
beginning of the management transformation of the NHS, following Roy Griffiths'
review of the "effective use and management ofmanpower and related resources in
the National Health Service" (DHSS, 1983, p. 1). The resultant report diagnosed the
NHS as suffering from institutional stagnation, slow and bureaucratic decision¬
making and the lack of a defined general management function. The findings
"confirmed the diagnosis of institutional stalemate" (Klein, 1995, p. 147) between
administrators and health professionals. Griffiths (DHSS, 1983) recommended that a
private sector management model replace the former consensus arrangements and be
used to drive forward change in NHS management. Although similar proposals had
appeared in previous NHS administrative reviews (Harrison et al., 1992), the primary
difference at this juncture was the seeming willingness of the government to enact
the proposed changes (Pollitt et al., 1990; Harrison et al., 1992).
The primary focus of the reforms was to develop a single line for organisational
control and accountability. This was to be achieved through the creation of a general
management structure at regional, district and unit levels (Sutherland and Dawson,
1998), with the general managers assuming responsibility for organisational
performance and achieving improvements in efficiency (DHSS, 1983, p. 12). These
reforms had an immediate and profound effect on nursing with the profession losing
much that had been achieved by earlier reforms. Notably, this included removal of
the structure created by the Salmon Report (Ministry ofHealth, 1966), under which
the profession had the right to be managed exclusively by members of the nursing
profession and to have an automatic place on district management teams. Although
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This lack of interest is not restricted solely to the nursing community. Other health
professions are also represented as lacking an interest in nursing activities in this
area, although as one nurse notes the nursing profession has been:
banging its own drum, and now finally other people are
stepping on board and thinking that well maybe it is
important (Support Nurse, Trust 1).
Although other groups may now be acknowledging the importance of quality issues
there are apparent differences in how these are interpreted and the approaches taken
by the other health care professions. Thus the earlier work by nurses in standards and
quality is discounted by a manager, who conveys the somewhat patronising
impression that other professions, notably the medical profession, permitted nursing
involvement in these earlier projects. Quality is thus defined as:
very much as a nursing type thing, you know nurses will get
on and do it, and the consultants and people might get
involved [...]. But on the whole they just let nurses get on
and produce nice little quality projects and standards, and
they actually didn't get involved (Manager 2, Trust 1).
The manager continues by describing the new system which, in contrast to earlier
versions, will be based upon the expectation that "everybody [will] sit and be
reasoned and, work and provide standards" (Manager 2, Trust 1). Thus the new
system is perceived to be a collaborative process, although the evident imbalance in
the power each group can exert over developments is also indicated.
The imbalance of power is also referred to in the description, provided by a support
nurse, of the various approaches used by different professions and the demarcation
which can occur between the groups. In a detailed portrayal, the clinical audit and
clinical effectiveness agendas are perceived to belong to the nursing and medical
professions respectively. This situation gives rise to confrontation between the
professions expressed by this nurse in terms of wrest and drag as they each
attempt to "get in on the act". The basis of the problem, according to this nurse, is
associated with the fact that in some hospitals:
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clinical audit belongs to the doctors and doesn't belong to the
nurses. In our particular Trust it's part of the nursing
department so it belongs to nursing, and we try and drag the
doctors into it. And clinical effectiveness, I think [a] very
good thing has been that nursing has had to wrest it away
from doctors and say no it is bigger than that. And actually
we've got a lot to do with, it's something we are interested in
so. And again I think there is separate history of it belonging
to different groups and, now everybody else is trying to get in
on the act (Support Nurse, Trust 1).
Following this differentiation between the various approaches utilised by the
professions, a manager indicates that the nursing and medical staff have also
developed different areas of interest. This differentiation is presented as spanning the
quantitative and qualitative distinction, with the medical profession identified as
interested in the tangible and measurable aspects of health care, whilst the nurses are
concerned with the less tangible issues:
I think the medics will be focusing on clinical effectiveness
guidelines, and ensuring that these parts are in place. I think
the nurses are looking at the softer issues, the quality
standards issues, ensuring that kind of patient information
these aspects are being dealt with. So the nurses have a
different approach, and they are much more focused on the
things that would upset [...] patients. That's what they're
focused on. What would be seen probably, traditionally, as
the softer issues, but what in reality are probably the big
important things to the patients (Manager 1, Trust 1).
The nursing approach to the quality ofpatient care is justified by reference to
consideration of the patient's view on the important aspects of care. However, the
new constructions or approaches to standards and quality are also determined by the
ability to be involved in these developments which is, according to one manager,
proving difficult in some instances for the nursing profession. Notably, an example is
given which indicates that community nurses are excluded from clinical governance
developments and their contribution to patient care, in particular the continuity of
care, is overlooked. This situation has arisen from the existence of a medical
governance approach" in the locality, which is influencing not only the management
of the LHCC, but also the development of clinical governance and clinical
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effectiveness in the health centres. Thus the focus falls on the GPs and practice
nurses and the manager recognises the benefits of sending these staff on courses to
develop their skills in clinical effectiveness:
And that's great fantastic umm, because that'll improve care
hopefully, and then we'll be able to sit down and look at the
clinical effectiveness of what we're doing and, audit it
(Manager 4, Trust 2).
However, there are problems with continuity of care arising from the
failure to include community nursing staff in these initiatives. The
manager observing there is:
Not one mention of district nursing. Now we see people
obviously who are diabetic who tend to be housebound, and
they tend to be medically complicated. Not one mention of
district nursing (Manager 4, Trust 2).
The manager continues with the statement that she will take a proactive role in
addressing this omission by preparing an explanation of the:
district nursing part and present it to them. Rather than just
saying what about district nursing? It's like they can't think
what a district nurse might do (Manager 4, Trust 2).
5.3 Act 2: organisational accreditation
The second act referred to by the respondents concerns the activities of those external
agencies involved with monitoring the performance of the Trusts against national
standards. These processes of accreditation were conducted in both Trusts by the
CSBS (CSBS, 2001) and the RCGP (RCGP (S), 2000, 2000a; Ring, 2002). Quality
accreditation as defined by the CSBS (2001) is a system of external peer review
which uses written standards and is designed to assess the quality of an activity or
service of an organisation. The respondents were involved with all stages of the
accreditation processes occurring in both organisations.
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5.3.1 Accreditation systems
The CSBS were involved in auditing the performance of the Trusts against clinical
and generic standards, although the primary area of involvement for respondents was
that of generic standards and, specifically, those standards related to the development
of clinical governance systems. The Trusts were also involved in implementing the
RCGP(S) practice accreditation scheme (Ring, 2002), which is focused at the level of
the prac tice team in health centres. The implementation ofboth systems involved
processes of periodic audit by teams of health professionals and managers. The
CSBS used external assessors for this purpose, and the RCGP drew their assessors
from those staff employed by the Trust who had completed an assessors training
programme.
The respondents were involved in various aspects of these systems, although
involvement in external accreditation systems was most evident in Trust 1. From the
respondents' accounts the scale and impact of these two systems on staff in both
Trusts was apparent. This was particularly so in the case ofTrust 1 where the
respondents indicated the impetus which both accreditation schemes provided for the
subsequent construction of clinical governance. The primary area of activity,
identified during the interviews, related to preparation for the assessment of
performance against the generic standards produced by the CSBS (2001). The
outcome from this was a comparatively high degree of visibility of the organisational
accreditation processes for the majority of respondents drawn from Trust 1. The
Trust managers also exhibited an awareness of the fact that the CSBS systems were
in the process of development, and indeed the Trust had participated in a pilot study
for the generic standards. Further, these standards were being used to promote the
development of clinical governance across the Trust, whilst the RCGP system was
being used for the same purpose in primary care. Thus the means ofdeveloping
clinical governance in this Trust was dependent on:
looking at standards and kinds of packages of care, and
making sure that the patient's journey, or the patient's
episode is effective, that they are receiving effective care.
And that's being driven by experiment and developments i.e.
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Clinical Standards Board, you know practice accreditation,
all these things (Manager 1, Trust 1).
Whilst the driving force for developments is identified with the CSBS and RCGP led
systems, a manager also expresses the hope that there will be a process of reciprocal
learning and sharing with these organisations, with the CSBS depicted as having
learnt:
from us and we learnt from them you know, so I think there
is some umm good learning going on, with people being
involved on a wider scale [...]. I'm a wee bit umm concerned
maybe about this accreditation approach. I think we've some
influence, and I think we've already been able to influence
them. I think there's been umm good consultation (Manager
1, Trust 1).
The respondents working in Trust 2 also refer to use of the CSBS system and, in
particular, it is noted that the recent introduction of accreditation resulted in an
adaptation of the clinical governance matrix to include this system. The impetus on
this organisation was recognised as considerable, or as the support nurse adds
"accreditation [...] came along as a big thing with the advent of CSBS" (Support
Nurse, Trust 2). However, overall there is little indication of external audit having a
profound effect on the development of clinical governance as was the case for the
managers in Trust 1.
The introduction of accreditation by the RCGP was also found to have a significant
impact with a manager noting that the implementation of this approach enabled the
Trust to overcome the problem that:
we've never really managed to engage the GPs in a
commitment for clinical governance. And one of the things
that we have got everybody signed up to, is to look at practice
accreditation (Manager 2, Trust 1).
A district nurse provides an account of her membership of a short life working group,
established in the locality to look at the clinical governance agenda and to make
recommendations on how to proceed with implementation. The working group
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comprised a GP, district nurse, staff nurse and representative of the Allied Health
Professions (AHP). It subsequently produced two recommendations: firstly, it
indicated that the group was too small and therefore unrepresentative; and secondly,
notwithstanding this viewpoint, the group decided to go with the:
Royal College accreditation practice accreditation, because it
was already there, it was a way of measuring how we were
functioning. And we did an audit of all the rest of GP
practices to see where they would sit with their care in
practice accreditation (District Nurse 1, Trust 1).
The decision was apparently determined by the fact that this system was already in
existence; ready to implement; and provided a means ofmeasuring how the GP
practices functioned. The district nurse subsequently disagreed with this
recommendation and noted the failure ofpractice accreditation to represent the wider
areas of practice covered by the community nurses. It:
felt as if we weren't looking at us at all, because the
minimum requirements for the Royal College practice
accreditation is practice based, it's not the wider multi-
disciplinary primary care team that we were looking at. So I
felt in that respect we're missing out, we're not looking at the
clinical effectiveness of the district nurses, health prevention,
auditing things like that (District Nurse 1, Trust 1).
It is interesting to note the apparent gap between the view of the community manager
and community nurse, with the former indicating the advantages of accreditation,
contrasting with the district nurse who notes an apparent failure ofpractice
accreditation to consider community nursing. A further gap is also referred to by
another district nurse, who notes that clinical governance is wider than the GP s view
which, it is argued, is solely identified with the introduction of accreditation systems:
the GPs actually see it as an accreditation QPA thing you
know. Well I think it's big, I think it's bigger than that
(District Nurse 4, Trust 1).
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Another nurse, whilst indicating her lack of involvement and overall awareness of
these developments, also presents a critique of the processes used to evaluate the
performance of the Trust:
I mean various bodies come in and do varying evaluation of
Trust performance against their set standards. And in my
experience a great deal of that is looking at paperwork and
looking at recording. And looking at how we are evidencing
that we're achieving those standards. And it's a bit back to
like the paper trail and, in my experience that's kind of what
they are interested in, in terms of can we evidence what we're
saying we're doing? Not necessarily are we doing what we're
saying we're doing, but are we able to evidence what we say
we're doing? And I think there's a difference (District Nurse
3, Trust 1).
This thoughtful analysis of a problem of accreditation systems points to problems
which arise with interpretation of the assessment criteria. A similar point was raised
by another nurse who had been selected and trained as an assessor for the RCGP
practice accreditation. This nurse identified the limitations of the training process,
including the observation that too little time had been available to train staff and to
explore the disagreements which had arisen between trainee assessors. In one
instance this had resulted in a failure to agree whether or not a GP practice should
pass the assessment. The assessors included a practice manager and GP, and:
the practice manager was going to fail [the practice] and the
GP was saying that it was OK. I think [...] you know, if
there's a standard you have to go by it (District Nurse 4,
Trust 1).
Despite being a comparatively new process organisational accreditation by these two
agencies was also identified by managers as delivering a number ofbenefits,
although interestingly none were outlined by the district nurses. Amongst the
benefits was the promotion of a questioning atmosphere throughout the organisation,
focused in particular on improving the delivery ofnursing care. It was stated that the:
work of the Clinical Standards Board is good, it's raising
awareness, it's making you sit back and look at what are we
doing you know. Could we improve? Could we do things
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better? Could we do things in a different way? (Manager 3,
Trust 1).
This description appears to mirror the skills in critical analysis identified by
managers as required by clinical governance activity. Amongst the factors identified
was the use of the accreditation standards as a basis for the development ofnursing
standards. Again this appears to demonstrate a concern with building an overarching
organisational system for clinical governance and calls to mind the use of the
umbrella metaphor in Chapter 4. This is particularly evident from the role identified
for the lead GP who is described as leading and promoting:
clinical governance and practice accreditation and trying to
get practices engaged. Even if at a fairly low level at this
stage, [...] working up to getting their practice accreditation
up and running. And that's been particularly generated as a
team effort, and supported by the Trust, the community staff,
and the practices. And we would see setting the standards
around that (Manager 2, Trust 1).
The suggestion was also made that the practice accreditation teams would provide a
means of steering the implementation of clinical governance, with managers being:
guided by the sort of teams that are that are working in the
Primary Care clinical governance team, that is looking at you
know the practice accreditation visit (Manager 2, Trust 1).
However, a number of other problems with implementation of the accreditation
processes were also identified, including the workload generated for the nursing
staff, and in particular, that associated with the assessment procedures by preparing
"three case studies for the district nurse" (District Nurse 4, Trust 1). Thus, a manager
refers to the staff as spending "hours and hours and hours preparing the
documentation and the input" (Manager 2, Trust 2). A viewpoint which is also
mirrored by another manager who notes that:
participating in practice accreditation schemes for example
quality practice awards, are a lot of work for district nurses
(Manager 3, Trust 2).
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It was also considered that this workload exerted considerable pressure on some
managers as they attempted to meet the demands of the accreditation and monitoring
process, with a support nurse describing one manager as being involved in a lot of:
fire-fighting in that the Clinical Standards Board are using us
so much [...]. I think the [clinical governance manager's]
fire-fighting and I don't think she's got any choice, it's
because they keep saying yes to the Clinical Standards Board
(Support Nurse, Trust 1).
Some support was available to assist staff, although this was limited to assisting the
nurses in preparing material for these visits. Thus a support nurse describes her role
with those:
individuals such as health visitors, district nurses who are
involved in the QPA. They have come to me and said can you
help us out? It's more of the bouncing ideas around how they
can best present something for the QPA, for that particular
wee part that they've to present for QPA (Support Nurse,
Trust 2).
5.4 Summary
Chapter 4 demonstrated a view of community nursing in which change is constantly
disrupting normality and has, in fact, become the new normality with which
individuals have to cope. Clinical governance was identified as an aspect of these
developments and specifically with the promotion of corporate and professional
accountability and improvement in the quality of care. The accounts in this chapter
demonstrated the identification of the agents who were involved in the development
of clinical governance and illustrated the two primary acts into which the account
was subdivided.
Although only a comparatively small group was identified as being actively involved
in developing the clinical governance agenda, they represented all the trained nursing
roles in the community. The characteristics by which they were identified were
summarised by the epithets applied to these agents, including those of doers ,
"stalwarts", "interested few" and the "enthusiasts". Thus they were presented as
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having a degree of interest and motivation, and prepared to put in the extra effort
over and above their normal duties. These nurses can be viewed to some extent as the
polar opposite of the majority of nurses who were identified in Chapter 4. Thus these
agents are depicted as capable of undertaking a role which requires the motivation,
interest and knowledge to overcome the uninterested, fearful and busy nursing
majority, termed 'the others'.
This energy and commitment was also associated with the apparent dependence on
these members of staff who were able and willing to create the spaces and
opportunities required for the various acts demanded by the clinical governance
agenda. There was however a considerable involvement of various managers in
assisting with the creation of these spaces.
These traits of character were accompanied by the requirement for, and use of,
knowledge which was subdivided into practical knowledge and the use of critical
analysis. There was considerable variation in how these skills were obtained:
practical knowledge was acquired on the job or by formal secondment to appropriate
specialist departments; by contrast, the staff nurses, all ofwhom had completed a
degree programme, were assumed to have the foundation for undertaking activities
related to the clinical governance agenda. However, a support nurse presented a
limited view of the level at which staff nurses were to be involved. This contrasted
with the actual involvement of staff nurses in the community, where they were
involved in a breadth of clinical governance tasks. Whilst the support nurse may to
some extent have been informed by a view of recently qualified staff nurses in the
acute setting, one community staff nurse was comparatively recently qualified and
had come directly to work in the community setting. The complexity of this debate
was added to by the depiction of a district nurse who was described as extremely
able, but whose skills in research and analysis had caused difficulties for other
nurses.
Having identified the agents the chapter moved on to consider the acts into which
clinical governance was subdivided. Two primary strands were evident, the use of
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the newly created management roles were open to staff from within and outwith the
NHS, the majority of appointees in the first round of appointments were former
health administrators and treasurers, with less than 10% of the posts being filled by
members of the nursing profession (Harrison and Pollitt, 1994). By contrast, the
autonomy of the medical profession remained largely undisturbed (Klein, 1995),
although attempts were subsequently made to involve medical consultants in
responsibility for the expenditure arising from clinical decisions through the
Resource Management Initiative (DHSS, 1986; Packwood et al., 1990, 1991;
Harrison and Pollitt, 1994).
A significant feature of these reforms was the identification of quality as a topic of
interest for managers, who were advised that: "[sufficient management impression
must be created at all levels that the centre is passionately concerned with the quality
of care" (DHSS, 1983, p. 15). However, at this juncture the impetus for quality
matters remained at the advisory level and the managers were initially recommended
to focus on consumer, rather than clinical issues by examining:
how well the service is being delivered at local level by
obtaining the experience and perceptions of patients and the
community (DHSS, 1983, p. 9).
Consequently, quality activity remained largely unplanned. The changing ethos of
the NHS was, however, signalled by statements that managers were to be active in
promoting change by providing a "driving force" (DHSS, 1983, p. 12), being able to
"stimulate initiative, urgency and vitality" (DHSS, 1983, p. 13), and ensuring that the
NHS was led from the "top by an energetic, new style ofmanagement" (DHSS,
1983, p. 19). Another notable feature at this time was the appointment of
dispossessed nurse managers into quality related posts (Harrison and Pollitt, 1994).
The continuation of the government led reforms of the NHS was signalled by the
publication of the Workingfor Patients (DoH, 1989) white paper, with the goals of
developing service responsiveness and improved effectiveness. Quality resurfaced as
a major theme of this reform, with the stated intention that "quality of service and
value for money will be more rigorously audited" (DoH, 1989, p. 5), giving patients
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clinical standards and organisational accreditation. It could be argued that these two
approaches are interlinked and form two points in the quality improvement cycle.
They were, however, separated in this chapter for ease of discussion. In identifying
these acts the respondents were developing the means whereby the clinical
governance account was to be provided. Whilst standards and the associated
processes ofmonitoring are complex, amongst the various approaches identified
were local systems of standard setting linked to management evaluation.
Additionally, extensive reference was made to externally produced and authoritative
standards, such as those produced by SIGN. These were used to provide an evidence
base, as a prompt for standards setting and as a means of developing an overarching
clinical governance system by linking national and local standards and monitoring
systems.
The second identified act was that of the external monitoring bodies as represented
by the CSBS and RCGP accreditation schemes. These provided for the monitoring of
performance and in so doing provided a source for authoritative standard statements.
The respondents indicated their involvement in a range of related accreditation
activities, although some highlighted difficulties regarding the lack of representation
of the community nurses in these systems. There was an interesting irony associated
with the involvement of one community nurse in selecting the RCGP accreditation
system despite the perceived failure of this system to represent the community
nursing role.
Against the backdrop provided by these acts, the respondents also provided an
account of the position of the nursing profession which was of the doer, undertaking
a range of tasks energetically and with enthusiasm. There were however evident
problems with making the voice of the nurses heard in these developments, with the
medical profession seemingly dominant in many settings. The nurses provided an
extensive account of the history ofnurses in standard setting and other related quality
initiatives, although an interesting feature was a discounting of earlier projects and
performance. There was evidently an underlying construction ofnot only a clinical
governance account but of a community nursing discounting.
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Despite this there was little negativity expressed by the respondents in relation to
their involvement in clinical governance activities, although some were pragmatic in
terms ofwhy they were involved, and perhaps their doubts were voiced through their
portrayal of the nursing majority.
This and the previous chapter have set the scene for the enactment of clinical




This chapter completes the presentation of the clinical governance metanarrative by
considering the final two aspects ofBurke's pentad: agency or the means used to
enact clinical governance; and the purposes or ends that the respondents indicated the
agenda was intended to achieve.
The use of dramatism invites the researcher to explore language and thought as
modes of action. By focusing on agency and purpose, this chapter is specifically
concerned with the actions of respondents to achieve particular ends. These are
identified with the processes of enacting, which are built on the use of hidden and
shared everyday interpretative schemes within the organisational context (Morgan,
1986). Amongst the interpretative schemes in place in health care, clinical audit has
been identified by the respondents as a significant aspect of the clinical governance
agenda. Moreover, Power (1997) points to the essentially dramatic nature of the
processes involved in organisational audit, which are said to have:
the character of a certain kind of organizational script whose
dramaturgical essence is the production of comfort (Power
1997, p. 123).
According to Power's thesis, the comfort arises not only from the familiarity of the
script but also the means by which it was enacted. Informed by these perspectives,
this chapter examines the respondents' performance of clinical governance including
the stages of identifying a script, selecting the cast and enacting the drama. Finally,
the chapter explores the purposes or means achieved, considering also Burke's
observations regarding the degree of ambiguity arising between elements of the
pentad as noted in the statement that:
Implicit in the concepts of act and agent there is the concept
of purpose. It is likewise implicit in agency, since tools and
methods are for a purpose (Burke, 1969, p. 289).
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In consequence, whilst a range of purposes and goods are identified by the
respondents, some also feature in descriptions of the enactment of clinical
governance as used by the agents to persuade other nurses to become involved in this
agenda. Therefore the purposes are treated from the perspectives of desired outcome
from the agenda and as a means of persuasion.
6.1 The play's the thing
According to Burke (1969), agency refers to the means by which agents choose to
work and includes the use of language, knowledge and skills. Obviously the form
that the agency takes will be determined by the choice of acts. In Chapter 5 these
were identified with standard setting, clinical audit and organisational accreditation.
The agency of the respondents was found to bridge these various acts, although a
majority of the respondents placed particular emphasis on enacting the stages of
standard setting and clinical audit projects.
In considering the enactment of clinical governance this section is divided into two
parts, choosing the script and assembling the cast.
6.1.1 Choosing the script
The initial stage of the drama was concerned with agreeing a script or the topics to be
addressed by subsequent clinical governance activities. The agenda as outlined in
Chapter 4, demonstrates the extensive array of topics falling within the compass of
clinical governance. It is therefore no surprise that the respondents placed a degree of
emphasis on the processes concerned with identifying topics, whilst providing less
detail related to the actual topics selected. Two mechanisms were identified: the first
employed problem based approaches; and the second drew from framing devices to
conceptualise and compare the clinical governance agenda with current practices.
The narratives also portrayed the involvement ofmanagers and support nurses in the
processes of topic selection. A point of some note is that, despite the emphasis placed
by some respondents on the development of skills in critical analysis, objective
appraisal of these processes was evidenced by only a few respondents. Where
relevant these observations are included in the narrative. Finally, although the
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approaches to topic selection are treated separately in this section, in practice there
was considerable overlap in their use by the respondents.
The use of a problem based approach is a commonly recognised means of
undertaking quality improvement or quality management activities in health care and
the private sector (RCN, 1990; 0vretveit, 1992; Cole and Scott, 2000). This
approach places the emphasis on dealing with the exceptional events or disruptions
to normality, which in this instance refers to those occurring in nursing practice.
Characteristically, for the nursing profession this was associated with the creation of
short life working groups, who subsequently addressed the issues through standard
setting or clinical audit (RCN, 1990). As has been demonstrated by this study, the
problems identified as providing a focus for clinical governance were proposed by
those respondents who were managers or members of clinical governance groups.
A specific instance of a problem based approach was described by three of the
respondents: a manager who identified the topic; a district nurse charged with
leading the project group; and a staff nurse who was a member of this project group.
The audit was prompted by a number ofwhat were termed "near misses", in
particular related to the employment ofbank nurses. This was said to have resulted in
a:
few incidents to do with errors in documentation, which led
to a couple of medication errors. I thought that we should be
looking at our documentation and use this experience
(Manager 4, Trust 2).
Following from this a district nurse was identified by the locality manager and nurse
manager to lead a clinical audit project. The pivotal role of the managers in this
process was also identified by the district nurse in question, who provided additional
detail on the nature of the problem, described as resulting from the quality of nursing
records being:
higher in some areas than others. And that actually led to in a
couple of incidents, incident forms having to be completed
because situations arose. As they were partly attributable to
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the fact that the records weren't perhaps as [...] umm, I don't
want to say of a high, but probably of a high standard that
they should have been, there were ambiguities. So [the
manager] along with [nurse manager], decided that you know
possibly we should be thinking of clinical governance, that
we should be auditing this and creating a standard for our
nursing records (District Nurse 2, Trust 2).
The potential risk to patients evidently influenced the selection of this issue, as did
consideration of the fact that the risk could be multiplied across the locality unless, it
was argued, an agreed standard and means of documentation was developed for
community nursing. As a result, the primary focus of the group was on the
development and acceptance of a nursing standard related to a systematic approach
to documentation. The purpose of the group can be characterised as being concerned
with promoting a standardised approach to this aspect of nursing care.
Organisational arrangements were also in place to enable other staffmembers to
identify topics by feeding ideas into a permanent practice review group; although in
actuality this was described as an infrequent occurrence. Consequently the
responsibility was said to remain with the members of the project group, one of
whom stated "you know, a lot of it comes from us, we have to have the ideas"
(District Nurse 3, Trust 2). A manager concurred with this view, observing that there
was a clinical practice review group for each clinical nursing specialty, which met on
a regular basis and acted as:
the forum where staff identify their own umm, concerns with
regards to the community nursing services and, we address
these issues (Manager 3, Trust 2).
There was however a failure on the part of the majority of nurses working in the
locality to provide suggestions, with the manager adding that:
It has to be said in all honesty that not many of the initiatives
that we've shown have come directly from staff, it usually
comes from the small group of people (Manager 3, Trust 2).
The second means of identifying projects was associated with the use of conceptual
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frameworks to conduct a diagnostic reading (Morgan, 1986), which provided a
means of comparing the requirements of the clinical governance agenda with aspects
of community nursing practice. Morgan refers to the use of conceptual framing as the
initial stage in analysing practice. This, in the complexity of organisational systems,
must commence from a position in which it is recognised that "organizations can be
many things at one and the same time" (Morgan, 1986, p. 321). It was apparent that,
in selecting these frames, use was made of the available scripts in the organisational
context, described by Czarniawska as the "contemporary and historical repertoire of
stories, sometimes divided into 'internal stories' and 'external stories'" (2004a, p.
45). However, it was also apparent that in the majority of instances there was a
seemingly uncritical reliance on these by the majority of the respondents. Three
primary frameworks were drawn upon by the respondents: peer reviewed clinical
standards, key tasks in the community role; and the patient pathway. Each of these
permitted a different perspective of the agenda and potential areas for action. A
fourth approach was also evidenced in one location, drawing upon clinical and
managerial precepts.
The first frame of reference was provided by the use of peer reviewed clinical
standards and guidelines including those produced by the SIGN and the CSBS. As
outlined in Chapter 5, in Trust 1 these were associated with the development of an
organisational structure for clinical governance, resulting from the Trust:
committing and, if the clinical governance management
group are signing up to specific SIGN guidelines, or umm
clinical standards, [...], we need to be very clear that we tie
in completely with what the Trust is signed up to (Manager 3,
Trust 1).
These standards and guidelines were used by some respondents to provide a basis for
developing local nursing standards:
a lot of our standards are devised around SIGN guidelines. So
if there's a SIGN guideline on a nursing issue say leg ulcers,
wound care, diabetic care, care of the patient with a stroke,
care of the patient with a catheter (District Nurse 2, Trust 1).
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However, for one manager this approach was causing difficulties due to the volume
ofmaterial and advisory documents being produced, which resulted in staff receiving
"a whole bunch of SIGN guidelines, because there's lots of enthusiasts that want to
publish (Manager 1, Trust 2). This was associated with a proliferation of clinical
effectiveness activities by health professionals, with the manager indicating a need to
encourage more focused activity. To achieve this, the manager proposes the adoption
of a more questioning approach to the usage of these documents, considering how:
things like umm are guidelines being used? Are they being
implemented [...] as part of clinical governance? Or you
know is the balance right? Are you using evidence? Do
people have the training to be able to umm, to access and use
evidence in the clinical assessment process? (Manager 1,
Trust 2).
The respondents were also found to draw from other sources of clinical information
and guidance current in the health care system, including protocols for patient care
published at local and national levels by managers, clinical specialists and expert
groups. However, the volume being produced from both recognised and
unrecognised sources, combined with problems identifying the credentials and
authority of individual documents, was reported by one staff nurse as causing
significant difficulties for her. The staff nurse describes the ambiguity of the
situation, describing the Trust as "protocol central" and thereafter, whilst recognising
the authority of protocols and importance of using EBP, simultaneously recounts the
problems that:
they're coming out from a variety of different, a variety of
different areas. I don't know if I can necessarily pin down
exactly and say you know exactly where it came from.
Professional developments yes, and clinical services
development probably, managers I think as well. It just
comes in the internal mail and you just get it [...] it's not
entirely, I wouldn't say from my perspective it's particularly
clear who's churning it out and, whether entirely all of it is
for action or some of it is for information (Staff Nurse 1,
Trust 2).
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The nurse also voices a concern that the nursing profession may develop evidence
based protocols for all aspects of nursing practice, noting ironically that:
I d like to think that people wouldn't, they wouldn't think of
that. But I've a funny feeling that people will, and say thank
God I don't have to think about it, I can follow these rules for
everything (StaffNurse 1, Trust 2).
This concern was to some extent borne out by other respondents who indicated a
requirement for evidence based standards and protocols on all aspects of community
nursing practice, including bathing patients and oral hygiene. This developing focus
on aspects of nursing practice is also related to the second frame of reference
identified in the nursing narratives. Rather than drawing from peer reviewed and
authoritative statements as a prompt for action, recourse was taken to identifying
significant aspects or tasks in community nursing practice. Thus some respondents
recounted how nursing practice was divided into a sequence of stages and linked,
where possible, with evidence based guidelines to produce standards for clinical
audit. This was recounted as having been a problematic process, particularly in
relation to a similar exercise conducted for health visiting. In this instance the health
visitor standards were based on the care required by two client groups, children and
the elderly. However, the account of the development of core standards for
community nursing:
was a bit more difficult [...] we started off with something
like referrals. Referral times, that a standard referral would be
seen within three days. You know a non urgent would be
seen within two days, an urgent would be seen the same day,
if the referral was received before 3 p.m. You know that that
sort of thing, then we worked through documentation and, we
worked through various parts of their jobs (Support Nurse,
Trust 2).
Thus standards were developed on a number of tasks including admission, discharge,
oral hygiene, wound care and referrals. In each case these were supported by the
completion of a literature search, supporting references, evidence based statements
where applicable and a programme of regular updates; thus seeking to address the
problems identified with the short shelf life phenomenon of earlier standard setting
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exercises. A total of fifteen core standards were produced for community nursing,
forming the basis of a rolling programme of clinical governance for community
nurses and an aspect of the performance review process within the locality. A similar
focus on core aspects of the community nursing role was also evidenced in the
account by one manager who describes the nursing service in a locality as having
standards for:
response times and things like that. We have all our standards
relating to wound management, to pressure, umm you know
to assessments umm for mobility and things. So yes we do
have sort of fairly strict standards that we would expect the
staff to follow, with their assessment criteria umm,
documentation, and things like that. There are standards for
that (Manager 2, Trust 1).
These accounts indicated an evident reliance on using task based approaches as a
basis for standardising practice. This is an area where concerns have been raised,
particularly with regards to the debate surrounding nursing skill mix in the
community setting. It is argued that the use of a task based approach fails to capture
the actual skills used by district nurses. Furthermore:
simply making skills 'visible' does not in itself provide
evidence of the value of the work of district nursing team
members or the importance of their skills to patient outcomes
(Mcintosh, 2000 p. 110).
The third means of framing the clinical governance agenda for community nursing
was with reference to the use ofpatient pathways. A manager explained the purpose
of clinical governance by referring to patient pathways and emphasising also a
concern with financial matters, "I think what we're trying to do is make the patient
journey more complete and more compact and more efficient" (Manager 2, Trust 1).
Similarly, another manager notes that using patient pathways as a basis for
conceptualising clinical governance in primary care is:
the easiest, a very easy way to actually look at what happens
in primary care. And that kind of the journey approach and
[...] the sort of stages en route, and saying well you know,
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greater choice, raising the performance of hospitals and GPs, and improving the
quality of healthcare. These reforms were to be delivered through the introduction of
a new form of organisational governance (Klein, 1995), based around the
development of an internal market comprising the purchasing organisations ofHealth
Boards, GP Fundholders and the provider organisations of the self-governing NHS
Trusts. The underlying logic of these developments was that, through the processes
of competing and agreeing contracts for services, the providers would be encouraged
to improve the efficiency, effectiveness and quality of the services provided and the
purchasers would act in a monitoring capacity (Harrison and Pollitt, 1994; Klein,
1995).
The improvements in the quality of health care were to be delivered by a multi-
faceted approach which spanned service provision, organisational management and
professional quality; although there was little evidence of co-ordination between the
initiatives (Harrison and Pollitt, 1994; Pollitt et al., 1998). The main gauge of service
quality was the measurement of service provision against the quality standards that
had been agreed by the purchasers and providers. These quality standards were
subsequently described as being one dimensional with an undue concentration on
factors such as waiting times (Klein, 1995), although the arrangements did serve to
formalise management involvement in quality related matters. Secondly, the
operation ofNHS Trust Boards was subject to quality assurance processes, resultant
from the introduction of corporate governance principles (Ferlie et al., 1995; Dunlop,
1998). These best practice principles for the corporate governance of organisations
had been established by the Cadbury committee (Dunlop, 1998), following a number
ofwell publicised business failures in the private sector, and provided a code
whereby the probity of company management could be assured and controlled. The
introduction of these principles to the NHS was intended to guarantee that the
operation ofNHS Trust boards was based on openness, disclosure of information,
integrity and accountability and that the means were in place whereby members of
these boards could be held to account (Cadbury, 1992; Ferlie et al., 1995).
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can we make this better or do we have to do it this way?
(Manager 1, Trust 1).
A support nurse also found the concept of the patient's journey useful in identifying
the key stages of clinical governance activity by placing the patient at the centre of
the care system for community nurses:
I'm very much focused on umm on the patient's journey, the
clinical outcome measures, improving the service that the
patient receives you know at the point of delivery. [...] I
think very much my role involves as I say the outcome
measures, clinical effectiveness, by trying to get these across
to the staff, to remind them that it should be patient centred
care (Support Nurse, Trust 2).
This approach provides a means of conceptualising clinical governance which
crosses professional and organisational boundaries and, in so doing, integrates
clinical governance with clinical processes; a factor also noted by Degeling, Maxwell
and Iedema (2004a). The participants however, indicated that the means by which to
achieve this had not yet been developed.
A final means of identifying topics for clinical governance indicates an overlap
between clinical and managerial audit, with the project described as having both
clinical and financial implications. The specific focus of the project was to address
the number of call outs by clients for the district nursing evening and night service.
The resultant audit identified:
that the majority of their call outs are to do with catheter
related problems. We've tried to look at how we can address
these problems from an education perspective, patient
education perspective (Support Nurse, Trust 2).
Evidence from the audit findings suggested that an appropriate amount of time was
spent visiting these clients, thereby providing the manager with the information to
argue on the basis of an appropriate resources usage, and:
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that actually there wasn't much more we could do and, that
the man hours spent you know visiting these people were
appropriate for everything you know (Manager 3, Trust 2).
This concern with the financial and clinical considerations was not limited to
managerial staff, as was indicated by a district nurse who describes clinical
governance in terms of providing evidence:
that we're giving the right quality of care and at a you know
an adequate resourcing level, that we're working within the
resources that are available (District Nurse 4, Trust 2).
6.1.2 Assembling the cast
A significant feature of the descriptions was the acceptance that clinical governance
was a collaborative process and that actions were to be conducted through the
creation of project groups. In only a few instances were individual nurses identified
as undertaking any activities related to this agenda. Even then the examples
presented were in terms ofpreparatory work, as "the sort of groundwork and then
[we] got the group together" (District Nurse 2, Trust 2).
This reliance on groups was a recognised means of advancing change and
development in the health care setting and, according to one participant, was used
whatever the topic in question:
it's no matter what. I mean whether it is sort of audit, or
quality assurance, or anything. Or maybe it's something to do
with nurses you know the latest thing something like that,
there tends to be a project group identified (District Nurse 2,
Trust 1).
The accounts indicate that having identified the script, the next consideration was to
select the cast who were to address these issues. A number of factors were found to
influence this selection, including the reported lack of interest of the nursing
majority, resourcing, time constraints and geographical issues related to the widely
distributed workforce. As a result, selection of staff seemed to follow from those
factors, noted in Chapter 5, of organisational, managerial and personal
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considerations. Consequently, many of the groups were reported as being small in
number with between three to six members.
There was a reported concern with promoting communication across the nursing
teams, to keep other nurses informed, and also as a means of involving them in
activities and projects. Thus a district nurse recounts identification of representative
members for a project group as being, in part, determined by geographical
considerations:
So I was in contact with my area but not so much the other
area, so what I did was I had two people from the other side
of [the locality], the sort of the west side of [the locality] if
you like. And I got three because there are more practices in
this our group, umm three people from our group (District
Nurse 2, Trust 2).
Amongst other considerations were the knowledge and perceived authority of group
members, with a district nurse indicating that some groups were initially formed by
calling upon the:
the sort of union reps that are on this. And then what
happened is other people are sort of pulled in from the three
localities as key people and, then they make another wee
working group (District Nurse 2, Trust 1).
However, this was considered an infrequent occurrence, with the other groups
reported as representing a mix ofnursing grades. Furthermore, members of these
groups had the ability to act as conduits between the group and nurses in other
locations.
And the six of us all together make up the group, and there is
a mixture of G grades and staff nurses on that group. After
the meeting I asked for volunteers basically, and then it was a
case of phoning up and approaching people and saying would
you be interested because. [...] I did have a couple of people,
a couple had, had you know seemed quite animated about it
and quite interested, so you know I approached them. And it
was quite easy to get people together (District Nurse 2, Trust
2).
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The nurse also detailed how these group members were persuaded to become
involved, indicating her own pivotal role as group leader in driving forward this
project. Finally, the issue of the continuity of group members was referred to, with
one district nurse noting the personal and professional advantages arising from her
ability to move between groups, particularly with reference to:
having put in work in the first instance it was nice to see how
the whole thing evolved and, how it was taken forward.
There wasn't really a great change of focus, it was really just
a case of a continuum you know, and a lot of the work we are
going on to do now, actually makes sense of all the initial
ground work that had to be done (District Nurse 4, Trust 2).
Similarly, with reference to a short-life working group, a district nurse indicates that
her involvement in the completion of a task resulted in the invitation to join a
subsequent group:
And then you maybe put forward the guideline that they ask
you to do and, [...] because of that they pat you on the back
and say you did a good job, how would you like to do this
bit? So this is what's happened with this. I'm now on this
other group because I helped produce the guidelines from the
very start of the service and, now we're trying to get the final
ones sorted out (District Nurse 2, Trust 1).
Concerns were voiced related to the disadvantages of drawing from a small pool of
nurses. An example was given of a nursing standards project which failed to develop
beyond the confines of the group, described in this instance with the group tending:
to be very insular, there's a little group that works on
[nursing standards] and then they get lost again (Manager 2,
Trust 1).
This comment recalls the observation reported in Chapter 4 related to the potential
insularity of groups in the community.
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6.2 Enacting and persuading
Having selected a script and cast, the narrative moves on to consider the enactment
of the drama. The respondents reported on the use of an array of skills and
knowledge, which are considered in terms of two discrete sets of actions. These are
the development of formal systems through the use of technical skills to develop
standards, audit tools and to conduct analysis. Secondly, there were the interpersonal
skills associated with communicative abilities, interpersonal relations, and ability to
convince nursing staff on the merit of these new systems. These two forms of action
are representative ofBruner's (1986) description of the paradigmatic and narrative
modes. The final section considers an alternative view of these proceedings by
examining the use of the word "looking", which is used by all respondents as a
generic term to describe the enactment of clinical governance.
6.2.1 Enading formal systems
Following the agreement of a topic, the respondents recount how these were enacted.
In the majority of instances this involved the development of clinical audit projects,
drawing upon skills in preparing standards, designing clinical audit systems and
preparing audit tools. Less information was provided by the respondents on the
subsequent analysis of the data and presentation of results. Interestingly, some
respondents indicated concerns related to the increasing formalism and use of
documented processes in health care, or as one nurse notes the:
incessant need to formalise everything that we do and write it
down. And I think we have to say well what do we actually
have to write down? (District Nurse 3, Trust 1).
The preparation of systems for clinical audit and clinical governance were largely
concerned with the development of formal systems, based on a paradigmatic mode
(Bruner, 1986) and in particular the use of technical writing skills. This was in some
instances underpinned by reference to the formality of a project management
approach as was apparently the case with a support nurse who states that:
when someone says I want to do such and such a thing, I get
them to give me an overview of what they actually want. And
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we discuss it, toss ideas around, work out a work plan and I
give them a time frame for this (Support Nurse, Trust 2).
The initial stages of preparing clinical audit systems were described in terms of
formulating the topics into standards or measurable criteria, with a support nurse
portraying this in terms of a question and answer process with the district nurses:
You need to talk about what you do, you need to tell me
about what you do, and from that I will ask questions as
you're asking me, and from that I will try and formulate that
into some methods or other, that they can use in their practice
(Support Nurse, Trust 2).
A similarly discursive, collaborative and reductionist process was outlined by a
manager who recounts an exercise that compared the requirements of the clinical
governance agenda and current organisational arrangements. The staffwere said to
have:
shared, we photocopied, we sat, we debated, we discussed,
and we broke it down into the simplest elements. You know
looking at needs assessment, looking at quality, looking at
how you deal with incidents that crop up, whether it be
complaints and how do we deal with it. And I think: we took
it down to the basic levels we possibly could (Manager 3,
Trust 1).
Having identified the criteria, these were translated into measurable statements. On
occasion writing the standards was reported as a difficult process, with a district
nurse providing a detailed account of the problems she had experienced with
standard setting exercises, describing these as a "nightmare". The nurse continues by
indicating that this situation has improved, although she expressed uncertainty as to
whether or not this resulted from her development of the required skills or changes in
the management of standard setting systems. Ofparticular note in the following
description is the reference to approval being provided for standards suggesting a
confrontational, rather than collaborative, process:
you used to write a standard and you know you had your
structure, your outcome. And so many of them were sent up
for approval and then they got thrown right back again
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because the wording wasn't appropriate. I don't think that's
become such an issue now, whether you know the original
way ofwriting standards is somewhat relaxed, or whether it's
just that as you mature through your nursing career you
appreciate you know, what you're actually trying to do with
standard writing (District Nurse 4, Trust 2).
It is clear that communication with other nursing staff remains an important aspect of
writing and producing standards. Following from the descriptions of developing
representative working groups, the role of these members of staff as a
communication channel was detailed. These processes were an integral part of the
design and agreement of clinical audit systems. A district nurse explains how she
used group members:
to feedback to their practices, that they'd sort of took
responsibility for doing that to [staff]. And then feedback to
me any information and also it's a point of focus for me. I
mean if I'm wanting to get some information out I can phone
them and, their job is to maybe you know get that out
(District Nurse 2, Trust 2).
The two way flow of information and comments also featured in the final stages of
the design processes, with the staff completing draft versions of documents:
and then the drafts have to go out with a time limit on them,
saying unless we hear from you [laugh] by then, we will take
it that you know these standards are acceptable to you
(Manager 2, Trust 2).
There is an implied reference in this comment to difficulties in obtaining the opinions
of other nurses, a factor resolved by the imposition of a time limit. Another district
nurse also recounts an initial failure to engage staff in these processes, despite
inviting them to a discussion on the issues, "and of course one person came, and that
was it" (District Nurse 2, Trust 2).
A recurrent feature in these descriptions is the identification of an evidence base for
practice, which occupies a dominant place in some respondents accounts. Various
views are presented, from those of nurses who strongly support this approach
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through to those who express some concern. Of the former group a staff nurse
describes the initial writing of the standards as being followed by:
then we evidence based them. Our core standards hopefully
are evidence based practice and are going to tell us exactly
you know, how we should be approaching something (Staff
Nurse 1, Trust 2).
The standards are therefore perceived to detail "exactly" nursing practice on the issue
in question and to derive authority from the use of an evidence base for practice. This
respondent also indicated the concerns raised by some nurses related to the impact of
formal systems on the clinical judgement of nurses. Despite the exact detail
statement noted above, this nurse describes these documents, including protocols, as:
just asking you to focus and say well this is, these are the
core things I have to do, and my clinical judgement will
augment that (StaffNurse 1, Trust 2).
A district nurse also notes the authoritative base provided for the standards by
stating:
if nothing else these standards and all the tools should all be
you know evidence based to the nth degree, you know we're
not just sort of plucking an idea out, no lets try that (District
Nurse 4, Trust 2).
Another staff nurse also expresses her level of conviction regarding the use ofEBP
contrasting this with her concerns related to the "sacred cow issues in nursing" (Staff
Nurse 2, Trust 2). Thus, custom and practice procedures are identified as having
resulted in the continued use ofpractices on the basis of "it's because we've always
done it that way" (StaffNurse 2, Trust 2). The nurse continues by owning to:
a bee in my bonnet about some practices that are carried out,
that are not possibly well, certainly there's no possibly about
it, [...] they're not evidence based (StaffNurse 2, Trust 2).
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This is not a viewpoint shared by all the respondents, with one manager commenting
on the seemingly uncritical reliance on the use of EBP, further observing that many
nurses are only concerned with EBP prior to a job interview, as:
an 'in' thing to say. But of course there's a lot of practice is
not research based or evidence based because there isn't
evidence out there. So it's really best practice (Manager 3,
Trust 2).
A support nurse also depicts EBP as being problematic for some nurses and, based
on an erroneous perception of this agenda, as being considered something nurses are
not able to understand. This is described as being a consequence of the identification
of the evidence-based agenda with the medical profession. As a result some nurses
are said to view EBP as:
oh that's something magical. And we don't have a clue about
that, and maybe the doctors have got it all sussed, but we as
nurses don't have it sussed. I don't think that's true, but I
think it seems like something golden and wonderful that's up
you know in the sky (Support Nurse, Trust 1).
The next stage of enactment is the production of audit and assessment tools. Only a
few respondents detailed the development of an audit tool, with the complexity of
this stage apparent from some of the comments. Despite this, one district nurse
describes the process with an almost beguiling simplicity and brevity, as involving
nurses in devising and seeking:
out tools, obviously assessment tools so that we can then
monitor and audit of course, the regular care that's being
given (District Nurse 4, Trust 2).
From the respondents' accounts it was apparent that these processes were, on a
number of occasions, assisted by the support nurse who describes having "introduced
a range of core clinical standards, we've introduced an audit tool, from scratch,
worked them up from scratch" (Support Nurse, Trust 2). This resulted from
collaboration with the district nurses, with a nurse recounting that if:
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they re going to audit something, she'll say to us well what
has to be included, [...] and she'll come back with a draft and
then we, we go through it and, say well you know you'll have
to reword this phrase, or you haven't included this or
whatever. Umm, so we do a lot of the work, we carry out the
audits mostly, and then she does the work at the end (District
Nurse 3, Trust 2).
One manager also acknowledged her reliance on the support nurse to conduct the
audit programme, observing that:
I suppose we rely on one another. It's up to me to say to her
away you go pay a visit to that area, that area [...] and you
know use the agreed audit tool and, give me the results, tell
me how the troops are faring (Manager 2, Trust 2).
However, for another group there was significantly less support available with the
working group reported as conducting most of the audit themselves. In many
instances the actual tasks were completed by the district nurse leading the project,
resulting in the report of this as an on-the-job learning process:
I did most of it myself, but well no the first one. Latterly the
team used the audit tool and, it was just a question of is this
there or is it not, and is this done or is it not? Umm, and it
was a case of yes, no answers. So the first one was a case of
pulling notes in the [...] locality office, pulling out notes.
[...] You know when you start off you only begin to realise
the problems that you've created, of the difficulties (District
Nurse 2, Trust 2).
A similarly varied picture was presented with regards to the final stages of the audit
process of data analysis and presentation of the results. Once again a support nurse
was identified as providing a considerable amount of assistance with analysing the
data, including use of statistical software and resources provided by the clinical
governance support team. A second group were, however, reliant on the skills of
group members and additionally their ability to call upon other specialists, known to
the group members, on a more ad hoc basis. Consequently, the nurse leading this
group commented on both the lack of support and time available to facilitate
completion of this project: The nurse also remarked that:
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These reforms also saw the first formal arrangements for the measurement of clinical
quality with the introduction of systematic medical audit (DoH, 1989; DoH, 1989a),
although this development was described as protecting the market from claims of
putting profit before quality (Butler, 1994). This initiative was also associated with
the development ofmanagerial control over the medical profession due to what was
described as, the "logical and even elegant coherence in the white paper's proposals
for tightening the management structure of the service" (Butler, 1994, p. 19). The
policy stated that "[ejvery consultant should participate in a form ofmedical audit
agreed between management and the profession locally" (DoH, 1989, p. 40), but in
practice the involvement ofmanagers in medical audit was minimal. The initiative
was subsequently changed to that of clinical audit and extended to include all other
health professions.
As a consequence of the 1983-1991 reforms, considerable interest was engendered in
quality initiatives with advancement on professional and managerial fronts (Harrison
and Pollitt, 1994; Taylor, 1996), and it is against this backdrop that the clinical
governance agenda was introduced.
1.1.2 Clinical governance policy framework 1997-2000
The Labour government's introduction of the clinical governance initiative (Scottish
Office, 1997; DoH, 1997) provided the next significant stage in the development of
the quality agenda. The initiative formed part of the government's 'third way',
building "on what has worked, but discarding what has failed [...]. Instead there will
be a 'third way' of running the NHS - a system based on partnership and driven by
performance" (DoH, 1997, para. 2.1-2.2).
The primary goal of clinical governance was to place quality at the centre of the
management agenda, along with finance, by ensuring that quality became an
"integral part of the NHS governance framework" (Scottish Office, 1998, para. 3),
and that "corporate accountability for clinical performance" was created throughout
the NHS (Scottish Office, 1998, p. 2). In furtherance of this, the responsibility for
clinical quality was placed on the NHS Trust Chief Executive. Clinical governance
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I don't feel that much pressure to finish it as I should.
Because it s not my fault because I work full time and, I
don't have this day anymore to do it. [...]. Not that I'm blase
about it, I really want to finish it, but I don't worry about
somebody coming and saying to me what on earth are you
doing with it? [...] I'm quite keen to do it, I'm enthusiastic to
do it, but as with everything else it's getting the time (District
Nurse 2, Trust 2).
6.2.2 Persuading others
The second stage of enacting clinical governance was clustered around accounts
concerned with attempting to involve others in the agenda and, accordingly, some
respondents exhibited skills in the use ofpersuasion. It is apparent from the earlier
stages of this metanarrative, that the respondents drew upon a range of
communicative skills throughout the various stages of their involvement; with the
attempt to convince others seemingly inherent in all stages of conducting clinical
governance. This perhaps results from a lack of interest on the part of the nursing
majority combined with perceived time constraints. Consequently if the work of
these groups is to avoid being viewed as nothing more than a paper exercise, there is
a requirement that group members seek to involve other staff.
The final stage of these projects was identified by respondents as ensuring that other
nursing staff complied with the standards and changed their nursing practice in line
with audit results. The scale of this task and the difficulties encountered were
presented by some respondents and, in particular, the problems of attempting to
involve nurses who are:
quite happy just continuing doing their own thing, and it
needs someone to say ah but have you thought about this?
And then people will change if they see it's for the good. But
when you're getting on with your everyday caseload not
thinking about things like that. You're just doing things that
you always do (District Nurse 3, Trust 2).
In a few instances persuasion was not such a problem for those respondents with
direct managerial responsibility who were used to implementing nursing standards.
This was in part due to the managers' membership of a performance review group
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and the implementation which followed from the managers' actions. These are
illustrated by:
once we decide to do something, once we finish that piece of
work, she will then take it to the wider group. Or she will
hand it out and say you know the group has decided or I have
decided. You know, I've asked the group to do this, this is
the finished piece of work and you will now do it (Support
Nurse, Trust 2).
In the majority of instances, however, this managerial mechanism was absent and
therefore a requirement was placed on the staff to convince their peers of the need to
be involved in these developments. The involvement of the nursing majority was, in
these cases, presented as a voluntary process and reliant on the persuasive ability of
the staff conducting these projects.
Communication and feedback were also represented as being fundamental to these
processes and dependent on the provision of information to all organisational levels.
Related to this, one respondent cautions that if this process was not completed
correctly:
And the right emphasis placed on things, then it's an uphill
struggle no matter which way you look at it. Because people
will always be frightened of something that they don't
already know, and they will always view things in my
experience, with suspicion (District Nurse 3, Trust 1).
To convince others of the value of being involved a range of arguments was used,
with amongst the most frequently occurring those pitched at the level of the
profession and improving performance. Thus a district nurse notes a sequence of
steps initially concerned with making staff aware of developments and the perceived
authority of an evidence based approach:
I would like to think that in that sense if we can increase the
awareness of the development of standards, and actually
promote best evidence based practice, and all of these aspects
of it, that the end result would be better than it is currently.
I'm not saying it's bad, but that you know we would always
be seeking to improve (District Nurse 3, Trust 1).
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In a contrasting example, another nurse provides an argument focused on a stated
concern with valuing staff and actually getting them to be encouraged and enthused
and motivated to do something that's fundamental to the process" (District Nurse 3,
Trust 2). Finally, a manager refers to engaging nurses through a concern with
proving that "what we do is value for money" (Manager 2, Trust 2).
From these accounts the call upon the persuasive abilities of staff are apparent and
considerable; enacted through a range of arguments which they use with their peers.
There is evidence from the participants of the extensive range of arguments which
they are called upon to present to their peers. A district nurse specifically refers to
this aspect of the role as:
It's like anything else it's trying to get people who are
interested to sort of be agents, to encourage the other people
along with them. I think probably not making it terribly high
brow, just bringing it to meetings like the district nurse
meeting, getting a bit of ownership you know (District Nurse
4, Trust 2).
Whilst another district nurse recounts the problems and demands she has faced in
getting other community nurses to:
accept something and you know bending over backwards to
explain things to people, to make it seem simple. And you
know point out to them there is no extra work involved
(District Nurse 2, Trust 2).
6.2.3 Enacting or looking
Although the respondents reported in some detail on the stages of enacting clinical
governance, there was also in their accounts considerable reference to the term
"looking". As was indicated in chapter 5 the most commonly used term was
"standard", however analysis of the narrative revealed "looking" as appearing only
slightly less often and, on occasion, the two words were combined as in the phrase
"looking at standards" (Manager, 3, Trust 1). This section provides a brief overview
of those instances when respondents described the enacting of clinical governance in
terms of "looking" and "look".
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The frequent use of this term gives rise to the question as to why "looking" was used
with such regularity throughout these accounts, spanning all of the contexts, themes
and settings with which the clinical governance agenda was concerned. There is a
deceptive simplicity in this term, suggesting varied meanings including the colloquial
use of "seeing with your own eyes" to indicate a dismissive attitude, a level of action
or implied inaction, or perhaps to reveal an accepted convention of use with
reference to clinical audit and clinical governance, and finally, as a simple short-hand
for expressing a complicated series of processes concerned with involvement in
clinical governance.
A manager provides one of the most comprehensive examples in which "looking" is
used to signify the stages and processes associated with clinical governance, defined
in terms of:
looking at standards, it's looking at, not only I suppose within
the Trust, but looking at standards that are imposed from
outwith urnm involving everybody. Looking at how we
deliver services, and I suppose redesign comes on from
clinical governance, looking at how we can redesign. Umm,
looking at the engagement of people to develop the service
and to tolerate the standards that we would be setting. And
the monitoring of the standards, the training of the staff to
maintain it (Manager 2, Trust 1).
In this quotation "looking" is applied to standards, redesign, delivery of services and
the staff group. Alternatively a district nurse applies "looking" to the nursing
profession, indicating that this has become an object of study with standards and
auditing used to "look" at nursing itself and how it can be improved, is really the way
I look at it" (District Nurse 3, Trust 2). The objectification suggested by this
statement is similar to that proposed by Power (1997), in which organisational
systems and management processes have become objects of interest for audit
processes. A manager also includes the patient pathway in this process by describing
it as a "good way" of conducting audit and:
looking at the patient's journey. I have to say that's probably
a good way, [•••] particularly because that s been certainly
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the view from the Clinical Standards Board (Manager 1,
Trust 1).
A final example of the extensive usage is that of "looking at auditing" which, in the
light of the analyses by Roberts (1991) and Power (1997), is a seemingly tautological
statement. From this line of development, auditing and accountancy systems are
found to be related to the creation of centres of calculation, lines of visibility and
transparency (Roberts, 1996; Power, 1997). This bears some similarity to Potter's
(1996) examination of the use of visual metaphors, which located their usage in the
development of the scientific method. The results of this analysis can be applied to
the use of the term "looking". In this study Potter examined the roots ofphrases
which contain references to visual imagery, including those of "looking for the truth,
seeing the point, viewing it as self evident" (Potter, 1996, p.20). The roots of these
phrases were traced to the initial development of scientific experiments and, from
this, Potter proposed a relationship as existing between the use of these phrases and
the techniques of scientific observation and measurement of empirical reality. It is
therefore proposed that the seemingly mundane usage of "seeing", "looking" and
"viewing" is replaced with a version indicating that the understanding of an object is
based on an implicit empiricism. Finally, there is an alternative use of visual imagery
current within the literature associated with accountancy and governmentality. These
were found to draw from Foucault's concept (1977) of the disciplinary society, and
also the application of this thesis in Rose and Miller's (1992) governmentality
theory.
6.3 What was the point?
Every art and every inquiry, and likewise every act and
purpose, is thought to aim at some good; hence the good has
rightly been called that at which all things aim (Aristotle in
Burke, 1969, p. 293).
The enacting of a story or drama is, according to Burke (1969), described in terms of
achieving a purpose or good. Therefore, this final section considers the purposes or
goods identified by the respondents as a result of involvement in the clinical
governance agenda. Some of these have already featured in the accounts provided in
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section 6.6.2, related to persuading other staff to engage with the clinical governance
agenda. This factor provides an example of the ambiguity mentioned by Burke as
occurring between the elements of the pentad, thus factors which appear to fall under
purpose are also relevant as part of the agency of individual actors.
This final section of the narrative examines those goods resultant from the clinical
governance agenda and which were identified by a majority of the respondents.
These are presented under the headings of standardisation of nursing practice and
risk management, promoting sharing and learning, and finally, the development of a
nursing voice. A feature of these perceived benefits is, in many cases, their relative
intangibility and reference to ideal situations which are only infrequently enacted
within the clinical governance agenda. The exception to this is the standardisation
theme which refers directly to the development of core nursing standards.
6.3.1 Standardising nursing and managing risk
The standardisation of nursing practice forms a recurrent theme in respondents'
accounts, particularly those presented by the managers, with standardisation related
to the development of clinical governance systems which encompass all aspects of
health care. This is described as a "coming together of everything that contributes to
the quality ofpatient care" (Manager 1, Trust 2).
Amongst the aspects of community nursing which were related to improving quality,
a manager stressed the importance of ensuring that "we're all doing the same thing"
(Manager 3, Trust 1), adding also that advantages would arise from staffbeing able
to move freely between different GP practices:
So that if nurses move around from one practice to another,
they all know exactly what protocols there are in place to
follow (Manager 3, Trust 1).
In a similar vein, another manager details the systems which are required to be in
place to promote standardised practice. These include information and an evidence
base for nursing practice, resultant from which all nurses will adhere to the same
protocols. The manager justifies this by stating that nurses:
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need something that they can all follow and all be adhering to
evidence, using the same evidence based practice you know
across the area. On wound management, on you know, [...]
how do you admit and discharge and admissions, you know
first referrals, what are the criteria, what should you be
asking, are we all asking the same things? (Manager 2, Trust
2).
Interestingly, nurses also indicated the advantages which would arise from the
standardisation of nursing practice. In particular, a staff nurse expressed the view that
standards should be used to rectify those areas where practice has become "ad hoc",
adding that this situation is dependant on the nurse attending the patient. Thus the
nurse states:
I think it's actually better that we've got recognised structures
to work to you know in a way. Whereas before it was all a
wee bit you know 'easy osey', a bit kind of ad hoc, and
varied very much from district nurse to district nurse (District
Nurse 4, Trust 2).
However, an interesting point is raised by a district nurse who notes that whilst she
prefers not to follow the recommended approach for assessing clients preferring
instead to use a conversational approach, she still perceives there to be advantages in
the use of standardised methods as a means of teaching junior nursing staff. This
nurse also indicated the particular relevance of using protocols due to the changing
skill mix in the community. Therefore the nurse describes how:
when I'm assessing a patient I just go in and it's like a
conversation, and I have specific things that I want to find
out, and I'll try and get the conversation to go round to that
point. [...] Umm now for a new staff nurse how do you teach
them that it's quite difficult? [...] It's quite difficult for them
so [...] it's quite good to have some sort of protocol or
checklist. Because it's helping them get used to doing this,
but it's also safeguarding the patient (District Nurse 2, Trust
2).
Associated with this issue is the management of risk which almost appears as a sub¬
plot of standardising care. For one nurse, the development of standards is
underpinned by an assertion that standards will deliver a wide range of
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improvements in the delivery ofpatient care and a reduction in the risks associated
with nursing clients. Clinical governance is described as:
to do with risk management as well and reducing risk to
clients, to staff [...] in the Trust, and reducing risk of
litigation. And so that's a huge bit and they need concrete
proof, they can't just say oh yes, [...] what we're all doing is
of a high standard (District Nurse 2, Trust 2).
The reduction in the risk of litigation is also associated by the respondents with the
development of clinical governance systems, which are said to be:
making nurses' jobs easier and safer and at the end of the
day, making patient care safer, and reducing the risk that
people are gonna make mistakes. [...] I think that if you've
got a nurse who's going in and confident and, knows exactly
what she's doing, then there's less risk to patients. Then
that's, that's an improvement as far as the patient's concerned
(District Nurse 3, Trust 2).
Thus risk management is described by some respondents as imbuing the delivery of
nursing care from the initial assessment through each interim assessment. The nurse
operates within a risk management process that promotes nurses to look at their
"patient and what's the safest way urnm for you delivering the care to your patient"
(Manager 3, Trust 1). This aspect of risk management is ofparticular concern to a
district nurse who indicates the processes whereby the nurses in her team assess
risks:
and obviously everything we do we have to risk assess and,
that's again the district nurses' responsibility. So the nurses
have to be involved in that to see where their role is and, then
they know that what they're doing is going according to
guidelines and you know it's sort of safe practice if you like
(District Nurse 1, Trust 1).
Finally, a staff nurse notes that the processes of risk management are linked with
research, stating that nursing practice should be underpinned by evidence, as:
you've got to have something, some experience of something
you know to say, you can't do this because this isn t going to
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work. It s not going to be enough; you've got to have some
grounds, [...] quite firm based knowledge or expertise to be
able to take something like that on. And the only way you can
get that is through auditing and knowing where the problems
are (StaffNurse 1, Trust 1).
6.3.2 Learning and Sharing
The respondents identify the ability to share instances of clinical practice and learn
from this process, as amongst the perceived benefits resulting from the introduction
of clinical governance. However, despite this perception, achieving this in practice
appears difficult with many of the comments related to this issue pitched at the level
of an ideal, dependent on the actions of individuals and informal processes and
arrangements. One exception to this is given in the accounts, although this
description of the development of a formal process also indicates the problems with
what is an open-ended and non-specific agenda. Consequently, the respondents
provide few statements indicating that these desired goods have been achieved.
The connection between clinical governance and individual learning is related by one
respondent to the provision of time for staff to reflect. This it is stated is:
good for nursing, to give you time out to reflect on your
practice and obviously then that improves. Hopefully you'll
be able to identify ways of improving your practice, or you
know identifying learning outcomes (Manager 4, Trust 2).
Similarly, another nurse also makes reference to the ability to reflect on her practice,
with this statement calling to mind Schon's (1983, 1987) concept of the reflective
practitioner, for whom practice provides a basis for a reflective learning processes.
From this it is also suggested that change and improvements will result from staff
being challenged:
to think about what they're doing and to think about their
practice, to be reflective in their practice, to think how things
can be changed. And why things should be changed, [...]
there's no point changing for the sake of changing there has
to be a rationale behind it. So clinical governance should you
know, it should have a positive impact (Manager 3, Trust 2).
208
However, a feature of these descriptions is a lack of clarity and failure to detail how
this learning and sharing is to be achieved. One manager indicates that a forum is
provided by the various groups within the health care system. Thus groups are
perceived to enable the dissemination of "good things" and in particular the:
sharing of good practice from one group to the next. And
going along and being part of each of the groups, and seeing
how some groups do it. Some are working quite differently
from others, but sharing the good things from one to the other
and vice versa. Or not allowing people to make the same
mistakes and, saying that's been done before (Manager 1,
Trust 1).
As with the use of the term "learning", "sharing" also appears to be an ideal,
desirable and unexplained in the respondents' accounts. The term also features in the
clinical governance literature with Swage (2000) in particular presenting it as an
integral part of the clinical governance process, seemingly as part of an
organisational culture which is comparatively unthreatening. In this, sharing results
from the clinical governance agenda and the opportunities which are provided for:
clinicians to take the lead in the delivery of health care, to
demonstrate how that can be done effectively, to learn from
each other and to share best practice (Swage, 2000, p. 7).
The references to sharing by the respondents in this study exhibit similar
characteristics and are associated with staff being enabled to share examples of good
practice, across organisational and professional boundaries. Thus the 'good' of
sharing appears also to be non-hierarchical. However, little information is provided
on how this is to be enacted through the clinical governance agenda, with the
responsibility instead appearing to be placed on the staffmembers to facilitate this
aspect of the agenda, as:
all these things fit under clinical governance but in a very
informal way. But it enhances the standards and it s a
learning opportunity and, you look at how you might have
done things differently (Manager 2, Trust 1).
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activities were to be an "integral and integrated part of the mainstream business of
the Trust" (Scottish Office, 1998, para. 18) with all staff involved in quality related
activities. The expressed intention was to develop a "framework for extending this
more systematically into the local clinical community, and ensure the internal
'clinical governance' of the Trust" (Scottish Office, 1997, para. 68) by building on
the existing systems for professional self-regulation and principles of corporate
governance. Through this framework organisations were to be:
accountable for continuously improving the quality of their
services and safeguarding high standards of care by creating
an environment in which excellence in clinical care will
flourish (DoH, 1998, para. 3.2).
The initiative was intended to be the linchpin of the government's quality strategy
(DoH, 1998) and advisory documents were subsequently published detailing how the
initiative was to be progressed (Scottish Office, 1998; DoH, 1998; Scottish
Executive, 2000). A striking feature of the clinical governance initiative was the
intention that all staff and organisations, across all sectors of the NHS, were to be
included in the developments. At organisational level, the primary focus was on
developing the systems and structures to ensure that the ChiefExecutive was able to
meet her new responsibility for clinical quality (Scottish Office, 1998), although in
practice this responsibility was frequently delegated to the Medical and Nursing
Directors. In support of these responsibilities each NHS organisation was to create a
clinical governance infrastructure comprising a formal standing committee, chaired
by an executive director of the Trust (Freeman et al., 1999), with responsibility for
overseeing and reporting on clinical governance activities to the Trust Board. Formal
arrangements were also put in place for reporting upward to the NHS Executive on
an annual basis.
A subsequent publication detailed staff involvement, outlining four levels of
responsibility: the overseeing role of the clinical governance committee; the
delivering role ofmanagement; the supporting role of specialist staff; and finally, the
practising role of the majority of staff (Scottish Executive, 2000). In practical terms
the clinical governance agenda engaged with professional practice through staff
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Significantly, even in those instances where a nursing system has been developed to
promote sharing and the exchange of exemplars of good practice, there are evident
problems with formalising these processes. The system is presented in this instance
as having developed in an ad hoc fashion and with the goals underpinning this
"sharing apparently unformed and left to the respondents to agree. This uncertainty
is also seen to extend to the identification of those exemplars of good practice which
are to be shared. Thus the nurse recalls how she has:
tried to collect areas of good practice from all the health
centres. I mean we've got a little list of, I suppose it's good
practice. But [...] how do we know it's good practice I don't
know? But we have this list of good practice people can
share. But if anybody you know, if anybody wanted to know
more about it then you know, presumably they could come to
me and, I could go to the health centre and we could get that
information for them. So we could sort of, in theory try and
disseminate good practice (District Nurse 4, Trust 1).
6.3.3 Promoting the nursing voice
The final story line is concerned with developing and promoting the nursing voice
within the clinical governance agenda and the health care organisation. These
statements present a number of recurrent themes associated with the inability of
nurses to be involved in developments, exclusion from management processes, and
failing to articulate the nursing position and role. This section begins by recounting
those problems which are perceived to be blocking the nursing voice and
involvement, concluding with the "goods" which would arise from nurses being
heard within the wider organisational context.
For one manager the problems with the nursing position are related back to the
processes of change and development in the health care sector, resulting in the
nursing profession being described as:
a wee bit vulnerable just now all of the changes that have
happened over the last few years. You know nursing s not
held in very high regard and hasn't been you know for a long
time. That's the feeling we get. And obviously its important
to identify those that you know are kind ofwilling to put their
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money where their mouth is, and try and do a bit ofwork that
will evidence you know how important nursing is (Manager
2, Trust 2).
Consequently, the manager indicates the importance of nurses speaking up for
themselves, although this would appear to be an individual response rather than that
presenting a nursing consensus. Similarly, a support nurse also indicates the inability
of the nursing profession to be heard and proposes that nurses find a means of
demonstrating the unique features of the nursing contribution by bringing:
forth that message about why nursing's important and what is
unique about nursing. And what the art of nursing is, because
I think the reason why nobody acknowledges it or realises
there is an art to it and all that sort of thing, is because we're
powerless and we don't, nobody hears our voice (Support
Nurse, Trust 1).
These initial comments were lacking in detail as to why the nursing profession was
perceived to be powerless, although in other comments this was traced to the fact that
many of the nurses involved in the developments did not hold management positions.
This was summarised by a manager who observed the complexity for some nurses
who are enthusiastic and participating in these developments and through which they
are able to identify problems and propose solutions. However, the difficulty is
described as arising due to their position outwith the line management structure:
they are not in line management, so I think if they go up to
[manager] and say this needs to happen and she doesn't want
it to happen, then there's a kind of conflict about how, how it
should be implemented (Manager 4, Trust 2).
The ability of staff to enact clinical governance is also perceived to be hindered by
the development of an organisational structure which is perceived to limit further the
ability of staff to be involved:
From the staff is they would like to be more involved, they're
feeling it's being too directed and, they'd want to have more
say on what the issues are. So somehow we need to get that
balance back again, which they would have felt in the early
days of clinical governance, they were the main issues they
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wanted to put on the table. [...] So I think we need to look at
what's going on between what our agenda is in the clinical
governance group and, what other people's agenda is
(Manager 1, Trust 1).
These are interesting comments, particularly in respect of the clinical governance
agenda being portrayed as requiring collaboration across grades and health care
professions. The theme is also mirrored by a district nurse, who refers to the
influence of the organisational hierarchy in preventing the voice ofpractitioners from
being heard:
there's a lot of talk down and not enough of what people at
the bottom actually say. What would be the advantage of
doing something? How would it improve practice? (District
Nurse 3, Trust 1).
However one manager, whilst indicating that there are problems with
communication, identified part of the problem as being with nurses having
difficulties in articulating what they do:
we're not good at articulating what we do. We're good at
saying we're busy, but we don't say what we're busy about.
So umm and it's trying to get people to think about the
quality of the work they're doing, rather than the quantity
(Manager 4, Trust 2).
Despite this apparent failure by nurses to articulate their role, a number of goods are
nevertheless identified as arising from the involvement of nurses, based on their
adaptability, communicative skills and desire to improve practice:
I think nurses have a great deal to offer. I think they are very
adaptable, I think they are very skilled, I think they have
good communication skills, I think they are able to negotiate
and you know kind of see the bigger picture given the
opportunity to do so (District Nurse 3, Trust 1).
This nurse also indicates the advantages for the development of the clinical
governance agenda which would arise from involving nurses:
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I think that would [...] would probably improve the chance of
success if they involved people at all levels and, not just
considered that those at the higher part of the organisation are
the ones with the opinions that matter. I think people much
further down have opinions that really matter, that need to be
heard (District Nurse 3, Trust 1).
Two-way communication is identified as a significant aspect of this process:
I think trying to engage them in a two way dialogue is more
important than sending down a bit of paper and, expecting
them to read it (District Nurse 3, Trust 1).
Furthermore, a manager explains the reasons that should direct the involvement of
the nurses, including their knowledge of the clinical area and the fact that many are
motivated to contribute their opinions:
we know best I think about our service and, therefore we
want to try and contribute to any change that might be
coming up. Contribute our opinion, and our experience, and
our expertise. I feel quite passionately about that. That we
need to be saying that that will not work because, or this will
be very useful because (Manager 4, Trust 2).
6.4 Summary
To summarise, this chapter presented the participants' accounts related to the
enactment of clinical governance and the goods which were expected to arise from
involvement in this agenda. This enactment was found to comprise a complex series
of stages, involving the development of a script, performance of a range of activities
and finally, the attempt to persuade others of the benefits to be obtained from the
clinical governance programme.
The study demonstrated the involvement of small groups of nurses in the
construction of the clinical governance account for community nursing. On most
occasions the script was presented in terms of a standard setting or clinical audit
project. These project groups whilst seeming to undertake a breadth of tasks were
nevertheless depicted as small, with the development of the agenda seemingly
associated with achieving the maximum return from a small investment of staff
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numbers. In likening the processes of clinical governance to a drama, this was found
to represent the critical stages of the processes involved. Significantly, this image
was also successful in capturing the emphasis placed on persuading others, in the
nursing community, of the account which was being developed and of the demands
that convincing others placed on the staff in these project groups.
Whilst only a small number of staffwas demonstrated as being directly involved in
the enactment of this agenda, the attention to the representation of other nursing staff
through these groups was apparent. This factor was found to be necessary in order to
move the clinical governance processes above that of a paper exercise and to
promote the involvement of the majority of the staff.
Persuasion can perhaps be conceived of as underpinning all stages of developing the
account, from the use of recognised systems through to a concern with formal
documented processes. The means of enactment were considered under two
headings. First, the development of formal audit and standard setting systems, with
these processes likened to Bruner's (1986) description of the paradigmatic or logico-
scientific mode. The second form of enactment was associated with Bruner's (1986)
narrative mode and concerned with involving others, which was found to place
considerable demands on the group members as they sought to promote the
involvement of other nurses in the stages of project development and
implementation. However the scale of the agenda, small group of staff and number of
nurses in the locality setting, inevitably limited the involvement of others within the
nursing community. This was in some instances ameliorated by the role ofmanagers
and support nurses although there was an apparent lottery associated with the
availability of this resource.
The chapter also considered the identification of topics from which the nursing
account and clinical governance activity was to be designed. The use of both
problem solving and framing devices was demonstrated, with both approaches
overlapping on occasion. Amongst processes of topic identification the factors of
note were an apparent lack of critical analysis and an absence of a nursing model.
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Thus there was an apparent reliance on those stories which were current in the
organisational setting to construct the account, including a task based approach and
reliance on external standards. These choices were possibly also related to the ability
to persuade other staff of the requirement to use resultant standards and audit tools; a
factor potentially dependent on the perceived authority and relevance of these topics
for the nursing community. This view was substantiated by the apparent dependence
on evidence based protocols and guidelines throughout this metanarrative.
In the final section, the theme of persuasion was linked with the various benefits
which were identified as underpinning the involvement of the nurses in these
developments. These included the unarguable benefits arising from the sharing and
learning which some respondents saw as a goal of the agenda. Whilst the discussion
related to this was vague, it provided an instance when clinical governance was
considered by the respondents as outwith the confines of the community nursing
group. Thus information and exemplars of good practice were to be available across
professional and organisational boundaries. Other benefits identified were those
accruing from sharing and learning, although these were described as vague and
intangible goods, which in the context of health care resonated with unarguable
benefits arising from the sharing of exemplars of good practice. Benefits were
associated with the standardisation ofnursing practice and management of risk, with
the latter ofparticular note to the community nurses frequently working alone.
Finally, the difficulties ofpromoting the nursing voice in developments were
considered, primarily in terms of the problems associated with being heard by the
senior management within the Trust. The chapter concluded with the benefits which
would potentially result from this nursing voice being heard.
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Chapter 7
Discussion and further research
[m]an is capable of producing a world that he then
experiences as something other than a human product (Berger
and Luckmann, 1967, p. 78).
This chapter discusses the findings of the study bringing them together with the
literature on clinical governance and theoretical frameworks on accountability. This
enables consideration of how nurses construct an account from technologies which
seem other than a nursing product. The aim of this chapter is to draw conclusions for
management and community nurses, concerning the involvement of the nurses in the
agenda and, in particular, with the development of a corporate account for this
nursing service.
In Chapter 1 the literature demonstrated both the development of the quality agenda
in health care and the contested nature of the concept of quality. Whilst the nursing
profession was identified as having considerable involvement with these reforms
(Harrison and Pollitt, 1994), this issue received little attention in research studies. To
date the concept of quality in health care has remained largely under researched,
although some research has been conducted on the management reforms
demonstrating the impact on the health professions, notably the medical profession.
Much of this focuses on the senior management tier of the organisations, although
there are some notable exceptions, in particular Traynor's (1996, 1999) examination
of community nurses and managers following NHS management reforms. Although
conveying an account of the apparent dualism between these roles, it is argued here
that Traynor's study, in presenting an impression of a division between these staff
groups, failed to reflect the narratives used by the community nurses and the
managers.
A central feature of the clinical governance agenda is the concept of accountability
and Chapter 2 considered the theoretical perspectives in this field, identifying the
contingent and complex nature of the concept. To capture the processes involved in
the construction of accounts related to this initiative a narrative approach, in
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particular, that of enacted narratives was selected to focus on the performative nature
of nursing involvement in this agenda.
This study contributes to the field of research investigating the involvement of
community nurses in clinical governance. It further enhances understanding by
considering the involvement of the wider community nursing team in the
management reforms and provides a more diverse view of that involvement. A multi-
faceted picture of these developments is presented to assist the nursing community in
understanding the complexity of the clinical governance agenda and the processes
involved in developing a corporate account for community nursing. The study
involved capturing the participation of actors across a community setting, including
community nurses, managers and support nurses, through the narrative accounts they
provided. The contingent and complex nature of these developments was
demonstrated through the examination of the stories and traditions the respondents
drew upon to construct and reconstruct their accounts (Maclntyre, 1988,
Czarniawska, 1997, Bevir and Rhodes, 2003). In so doing, the study recognises the
agency of those members of staff, including the community nursing group and
middle managers, as an interpretive community concerned with enacting the
developments. Thus, this research recognises the effects of the organisational context
on individuals and groups. Furthermore, it enhances the understanding of the
interactions between community nurses and managers.
This chapter begins with an overview of the findings of this study, which were
presented by the respondents though a number of interlinked narratives. It then
describes staff involvement in the agenda, questioning the role of 'the others' in
these processes and the seeming marginalisation of various groups of staff arising
from aspects of these developments. The primary means of developing a community
account was found to utilise the unarguable rationalities identified by Traynor
(1999), with an emphasis on persuasive techniques and the concurrent discounting of
the nursing history and activities in earlier quality related projects.
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Finally, consideration is given to the implications of these findings for community
nursing and management, nurse education and further research. The research
illustrates the ambiguity and contradictions surrounding the development of clinical
governance in the community setting. The reliance on managerial and calculative
technologies in a context of ambivalence and change must be questioned, in
particular, whether or not this will provide staffwith the skills: firstly, to respond to
the very contested and contingent context they depicted so convincingly; or
secondly, to participate in subsequent agendas which may require more than just an
ability to control. Other voices are apparent in the respondents' accounts, indicating a
concern with sharing and learning. Indeed the study demonstrates the high level of
interpretive skills being acquired, albeit applied to the narrow frame of audit
processes and technologies.
It is proposed that, rather than rely on systems for clinical governance built on a
technocracy, awareness of contradictions and ambiguities in the organisational
setting should be used to develop the nursing voice, combined with critical skills to
recognise and respond to these very ambiguities. In furtherance of this, an approach
is proposed which builds on polyphony enabling staff to lend their voices to how
clinical governance systems are being constituted and their role in these
developments. This follows from Burke (1969) and Maclntyre (1988), with the
purpose being to enable the nursing profession to build on their already evident voice
within health care and to engage in debating the contradictions between developing
organisational systems and delivering patient care. Perhaps in this way the
collaboration required for the development of clinical governance, rather than
medical, managerial or other professional governances, will become a possibility.
7.1 Overview of findings
The reported decline in global metanarratives (Lyotard, trans. 1984) has, ironically,
resulted in increasing attention on the narratives of agents within organisations. This
seeks to understand the agency and interventions of individuals and groups in
structuring organisational contexts and the reciprocal processes whereby the
understanding and roles of these agents are, in their turn, constructed. For this study,
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the use of an enacted narrative approach was concerned with identifying the
involvement of respondents in the agenda and how this is explained. This process is
also built on the narratives extant within the surrounding organisation and nursing
profession. Exploration of these involves the creation of a metanarrative from the
respondents accounts, which has been presented in the respondents' own words in
Chapters 4 through 6, the findings ofwhich are summarised in the following section.
Llewellyn (1999) describes this narrative as a:
metastory as it depicts the interview quotes from a certain
perspective, embedding them in the theoretical stance of the
paper and/or relating them to strategic intent (Llewellyn,
1999, p. 228).
The development of a metanarrative provides the grounds for a line of reasoning,
built from the reading and interpretation of the accounts. Bevir and Rhodes (2003)
explain the processes involved as the unpacking of individual narratives and their
explanation, the "elision of alternative narrative and metanarrative cannot be avoided
because it follows from telling stories about other people's stories" (2003, p. 5).
Therefore the metanarrative in this study presented a construction of respondents'
involvement in this agenda and, in particular, considered how the respondents made
and remade their interpretations. This included a view of the means used to narrate
how the respondents coped with the inevitable ambiguities and contradictions
involved with the implementation of the agenda, within the organisational context.
Specific themes of interest to this study were the recurrent narrative of changing
contexts and the new technocracy, persuasion and the discounted profession.
7.1.1 Changing contexts and the new technocracy
Change was presented by all the respondents as the new normality; an all pervasive
aspect of the organisational context; and impacting on all aspects of the community
nursing role. Interestingly, the same instability and uncertainty also featured in the
definitions of clinical governance, which was found also to share the same
imperative characteristics. Whilst change has featured in numerous management
texts as an object of attention both to be promoted and managed (Kanter, 1984,
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involvement with various projects and initiatives. Many of these projects had been
put in place by earlier reforms and included clinical audit, EBP, research and
development, risk management, management of complaints and training and
development. An evident goal of the clinical governance developments was to
integrate these disparate activities with the corporate business of the organisation
(Scottish Office, 1998).
The final layer of this ambitious project was the creation of a national tier of
organisations, charged with specific responsibilities for setting and monitoring
evidence based standards and guidelines for clinical practice. In Scotland these duties
were undertaken by the Clinical Standards Board for Scotland (CSBS), supported by
Clinical and Resource Audit Group (CRAG) and Scottish Intercollegiate Guidelines
Network (SIGN). In the English and Welsh NHS, these roles were undertaken by the
National Institute for Clinical Excellence (NICE) and Commission for Health
Improvement (CHI).
Finally, although it was stated that the implementation of clinical governance
systems would not replace professional self-regulation (Scottish Office, 1998), the
reforms required the development of stronger mechanisms of professional self-
regulation through the regulatory bodies of the health professions. Accordingly,
whilst professional self-regulation enabled the health professions to set their
standards ofprofessional practice, conduct and discipline, the stated expectation of
the government was that this freedom must be justified by the professions being
"openly accountable for the standards they set and the way these are enforced"
(DoH, 1998, para. 3.43).
This policy overview has illustrated the scale and complexity of the management
reforms and clinical governance agenda. The following section considers the
management reforms and community nursing.
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Burnes, 1992), for the respondents, change provided the messy and contingent
backdrop within which they worked. The context apparent in these accounts, whilst
providing a scene or setting for the drama, was also used to provide a foundation for
the explanations. Amongst the numerous changes identified and described by
respondents were those promoted by political initiatives and reforms. In the majority
of instances these were described in terms which, whilst lacking in detail,
demonstrated for the respondents the imperative nature of developments which had
to be responded to by the nursing team and managers. Subsequently the compelling
narrative of change was found to impact on all aspects of the community nursing
role, including that of district nurses who were described as being required to fulfil
both a managerial and administrative function. Finally, the change scenario also
involved the patient group, whose dependency placed increasing physical and mental
demands on members of the nursing team.
Against this backdrop the clinical governance agenda was introduced as the latest in
the sequence of government led management reforms of the NHS. The initiative was
found to be difficult to describe, with recourse to a range ofmetaphors by some
respondents, including that of an umbrella which was used by one manager to depict
the development of an overarching organisational system for clinical governance.
The respondents identified the goal of the agenda with quality improvement and a
breadth of quality dimensions. Thus clinical governance resembled the organisational
context, with changing goals, definitions and boundaries. An interesting omission
from the majority of the narratives was the concept of accountability. Despite the
centrality of the term in the policy documents, only one respondent described the
initiative in terms ofboth corporate and professional accountability. However, a
number of respondents provided accounts of professional accountability indicating
that, for them, clinical governance was an adjunct to this professional requirement.
A final and recurrent theme used to present the setting was the descriptions of and
positions accorded to 'the others', the members of the wider community nursing
team. The respondents made frequent recourse to descriptions of the nursing staff
with whom they worked, although there was a considerable degree of ambiguity
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evident. Firstly, the others were described in terms which indicated their position
outwith these developments and consequently the problems posed by these members
of staff to the implementation process. Thus they were described as afraid, not
interested, disengaged and lacking the time to be involved in clinical governance.
However on occasion, as Czamiawska (1997) indicated, 'the others' were sometimes
also 'us', with these positions being interchangeable, as the voice of the nursing
majority was evidently one which on occasion the respondents concurred. In this
reading, the voice of 'the others' has become a narrative device within the enactment
process and used to explain the actions of the participants. 'The others' were also
found to be marginalised from many activities albeit, apparently with every attempt
made to involve them through audit and clinical governance processes.
The context was presented as an unstable environment and one in which the nursing
profession have little choice but to react to developments, with little control over
managerial decisions in the organisation. Consequently, some nurses indicated that
the job they were currently doing was not the one they had entered the nursing
profession to do. A strong impression was given of the invisible hand of God, the
deus ex machina of Greek tragedy, off stage and moving events along.
As a potential consequence of these changes, the agenda in the majority of instances
was seen as being enacted through a cluster of systems including those of standard
setting, clinical audit and organisational accreditation. The development of the
community nursing account was found to be based on the skills represented by
Bruner's (1986) paradigmatic mode of cognition, in which formal systems of
description, explanation and categorisation are used. The respondents portray clinical
audit projects as being developed in line with key tasks or incidents. A number of
staff also indicated their belief that protocols or standards should be produced on
most aspects of nursing practice. The evident reliance on EBP and SIGN guidelines,
used in many cases as the basis for the development of local standards, protocols and
audit systems, was associated by some respondents with the development of
organisational systems for clinical governance within the locality and Trusts and with
the reporting of the corporate account for community nursing.
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In the descriptions of these systems however, the respondents also noted the
problems that staff encountered with developing the required skills to participate.
Indeed the training and development requirements of this agenda provided a
recurrent theme, with a contrast apparent between those participants who had learnt
on the job, an unofficial apprenticeship, and the staff nurses who had the required
research based skills and were conversant in the use of information technology.
Whilst the staff nurses, in particular, were found to support the increasing use ofEBP
and clinical audit. Some other respondents voiced concerns related to the
development of systems based approaches as increasing the use of formally
documented processes, with one manager evocatively conveying the thought of some
staff "churning out" (Manager, 2, Trust 2) these documents.
A finding of this study was that, despite managerial descriptions of the overarching
systems for clinical governance, the actuality presented was less well founded. Thus
the apparent edifice for clinical governance across both organisations relied on the
work of small groups of nurses dispersed throughout the locality or organisation.
These groups met infrequently and in some instances were poorly supported in terms
of access to staffwith relevant skills and resources. This suggested an imbalance
between the intentions of the managers and respondents, and the actions achieved. A
further related narrative presented by the participants was of persuasion and the
discounted profession.
7.7.2 Persuasion and the discounted profession
Change was presented as the new normality and, moreover, one with which the
nurses had to cope. Many of the nurses also indicated problems associated with
changes in their role, but despite this they were found to present themselves in the
majority of cases, as voluntarily involved in clinical governance activities. A number
of respondents also indicated that they personally had a history of engagement with
similar projects. There were the inevitable exceptions to this, with some nurses
reporting their involvement on the basis of the instruction of their manager. The
majority of respondents indicated that they were interested and committed to
promoting change and improvements in the community nursing setting. Thus they
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displayed characteristics similar to that of the innovators and early adapters
associated with change projects as identified by Rogers (1983), with interest
identified as the primary determinant for their involvement rather than knowledge
and skills. Notably, some managers also indicated there was a requirement arising
from this agenda and other similar initiatives for the nurses to develop skills in
critical analysis.
A striking feature of the narrative was, however, the considerable amount of time and
planning involved in persuading the members of the nursing majority to participate
in clinical governance programmes. The processes of enacting were therefore found
to have a strongly performative aspect, with an evident requirement to persuade these
'others' to participate. The small size of these project groups, and the previously
described recalcitrant attitudes of the nursing majority, necessitated the respondents
to use a range of interpersonal skills to encourage other staff to become involved.
The narratives also included frequent use of rhetorical questions and answers during
the interviews, almost in response to the perceived position of 'the others'. This
process was also reflected in the frequent recourse to the advantages of the agenda
for the nursing profession and patients, in terms of quality of care. Interestingly,
arguments were also provided by all staff grades highlighting the benefits in terms of
value for money, concrete proof and achieving a determined level of care; all
representing a managerial perspective on these developments. From these narratives,
the respondents also demonstrated their considerable ability to express themselves
and their use of a range ofpersuasive techniques and abilities. The respondents also
articulated the apparent authority of using systems based on the paradigmatic mode
as represented by the use of, for example, SIGN guidelines.
However, in representing the use of various persuasive approaches, another recurrent
narrative was drawn upon which discounted the activities of the nursing profession in
the quality agenda. This process was recounted by a number of the respondents,
sometimes with reference to their own history and by comparison with the activities
of other health care professions.
223
The following section turns to a discussion of the findings, considered under three
themes, involvement in clinical governance; accounts and accounting; and finally,
discounting nursing.
7.2 Involvement in clinical governance
The importance of staff involvement in the clinical governance agenda is apparent
from the policy statement which, whilst announcing that quality was to be placed at
the centre ofhealth care activity, also indicated that the delivery ofhigh quality care
was the:
responsibility of everyone working in the organisation, and is
built upon partnership and collaboration within health care
teams and between health care professionals and managers
(Scottish Office, 1998, para. 16).
In this study, direct involvement in clinical governance was found to be limited to
small groups of staff. The primary involvement identified was under the aegis of
these groups situated in localities and responsible for conducting all aspects of
projects related to this agenda. Inevitably this resulted in the majority of the nursing
staff being located outside these groups, with their only direct involvement being
through discussions of clinical governance and participation in various projects,
including clinical audit. Thus involvement was through the development of systems
resulting from the deliberations of a smaller group of nurses, who are viewed as an
interpretative community. Consequently, significant themes in the narratives were
the initial identification of these nurses and the processes used by the resultant
groups to complete their activities. The use of small groups was found to be the
primary means for progression of the agenda, with the participants' descriptions
indicating a tacit acceptance of these groups advancing the initiative with no
evidence of this mechanism being questioned. This reflects the clinical governance
literature which also places reliance on groups to promote collaboration and
agreement (Allen, 2000; Dewar, 2000); although in these the majority of groups are
described as inter-disciplinary. The following sections turn to consideration of the
identification of the group members and the roles with which they were identified.
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7.2.1 Who was involved?
From the findings of this study, the community nursing account was produced by
these project groups, and therefore membership was a consideration for managers
and staff, although most were volunteers. Although personal interest was in many
cases identified as the primary determinant, selection was also associated with the
need to ensure representation of the different geographical locations and the
involvement of staff nurses. Interestingly, this latter group was also identified on the
basis of their knowledge of relevant topics, for example quality and audit. This made
them the only group for whom a knowledge criterion for membership was noted. An
alternative reading of the membership can be supplied by Lipsky's (1980, p. 3)
concept of the "street level bureaucrats", for whom information was fundamental in
order for the "street level bureaucrat" to be able to resist the goals of a manager of
an organisation. Thus some respondents were found to participate in these groups on
the basis of acquiring additional information. This provided the basis for them to
choose to enact nursing policies in their own way, rather than follow the behest of
senior nursing management.
Little has been written in relation to group membership in the context of clinical
governance or in the quality management literature. As such, this study draws upon
the analysis by Colebatch (1998) ofpolicy implementation. Usefully, Colebatch
considers the implementation ofpolicy in terms of the vertical dimension where
policy is considered to be coherent, instrumental and hierarchical. Contrasting with
this, in the horizontal dimension policy is implemented and agreed in the contingent
and contested context of organisations. It is in this latter dimension that the
respondents can be conceived of as located and comprising relatively stable
aggregates of staff, who were brought together to work on clinical governance.
Whilst the membership comprised community nurses managers, and support nurses,
they fulfilled a number of roles, amongst which Colebatch (1998) identifies experts,
authority and maintenance.
The experts were identified as those having relevant knowledge: clinical, managerial,
problem solving or related to clinical governance. Although the respondents self
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confessed an interest in the clinical governance agenda, their involvement was also
informed and subsequently justified by reference to the evidence based narrative
current in the organisational setting. Expertise in the use ofEBP is implied by the
majority of respondents and linked, by some, with the development of clinical
effectiveness. The growth of EBP and EBM has received increasing attention in the
literature, with some authors suggesting a gradual dominance of this paradigm within
health care (Harrison, 2002; Flynn, 2002; Walker, 2003). Harrison has, in a series of
studies and analyses (Harrison, 2002; Harrison and Dowswell, 2002), developed a
thesis depicting the gradual development of a scientific-bureaucratic approach to
medical care. Whilst, acknowledging that this argument may be over determined,
Harrison (2002) describes how a managerial discourse is gradually replacing the
professional discourse, through the use ofperformance measures. Specifically,
clinical governance and EBM guidelines are associated with a one best way
philosophy and centralised approaches to management. Thus Harrison likens these
health care reforms to Fordism. A similar point is also noted in Power (1997) who,
whilst indicating the reliance of the medical profession on internal measures of
performance, also notes the gradual managerial incursion into measuring clinical
performance. EBP is among one of the most frequently mentioned means of
conducting clinical governance. Following from Harrison's (2002) thesis, this
suggests the penetration of community nursing by those rationalities associated with
a managerialist perspective and EBP.
Harrison (2002) indicates that EBM was also associated with a concern for
performance and continues by drawing from Lyotard's concept ofperformativity to
refer, not only, to the increasing use ofperformance measures in society but also to
the ability for this to become an internalised process:
because it has the potential to serve as an internal mode of
legitimation for an activity (Harrison, 2002, p. 479).
Walker (2003) also cautions against the unthinking use of these systems which are
reported as locking nursing:
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into epistemic frames of reference that allow us only a
limited (and limiting) view of health and health-care.
Dangerous in that the established hierarchies of knowledge
and power (in the form of bureaucratised medicine and an
increasingly politicised healthcare system) are afforded the
opportunity to reign unchallenged with the effect of
marginalising and subordinating other, less authoritative
knowledges and exercises of power (e.g. nursing's) (Walker,
2003, p. 153).
Traynor (1999) also indicates concern with increasing use of rational approaches to
health care, and of a dualism existing between managers and clinical staff, related, in
particular, to the divergent perspectives ofmanagement and the goals of the nursing
profession. The managers were found to hold a managerialist perspective, and to
draw from an "unarguable rationality" created by "financial constraint, New Right
policy and the rise of technological surveillance" (Traynor, 1999, p. 158). In sharp
contrast the community nursing staffwere said to hold a subjectivist view based on
self sacrifice, although Traynor also tempers this depiction by indicating that staff
will jump out of the categories into which they are placed. There was nevertheless
little consideration of the community nurses adopting a position held by managers or
of them presenting the same arguments. Rather, Traynor notes that support for
managerial perspectives among this group was "rare in the extreme" (Traynor, 1999,
p. 138).
In contrast to Traynor's view and, perhaps worryingly, the rationalist agenda
although not apparently perpetuating this managerial and practitioner divide,
demonstrates the use of arguments based on an apparently "unarguable rationality".
In this case the arguments of EBP and managerialism are demonstrated by the
majority of nurses represented on these project groups. This finding follows that
indicated by Latimer (1995), who refers to a predilection in the nursing profession to
be "enrolled by, managerialist and performative devices in their organizing and
identity work" (Latimer, 1995, p. 213).
The findings also demonstrated that, following from Degeling et al. s (2004)
observation, managers stood at the crossroads of the clinical and managerial domains
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assisting in many instances with the construction of the clinical governance account.
This is not surprising as they were influential in these processes at each stage of their
delivery and were also the primary means whereby the nursing account, of clinical
governance and community nursing, was heard on the multidisciplinary stage.
The authority of group members was also associated with the use of EBP and in
furtherance of a concern with performativity, the group members were found to use
the authority of the dominant paradigms within the clinical governance agenda as
presented by Harrison (2002), to persuade other staff to use the relevant standards
and audit tools. Thus the authority for the decisions made by these groups was found
in a number of instances to be dependent on the use ofEBP, with audit tools and
guidelines underpinned by those from SIGN or similar organisations. This suggests
that the group located at local level, was potentially acting as an agent of these
paradigms, which can also be viewed as a form of the stories or scripts which
Czarniawska (1997) identifies as existing within organisational settings. Although
the authority of these groups was in some instances enacted by a manager, there was
also a more subtle process of persuasion occurring, based on dominant narratives.
The final role proposed by Colebatch (1998) ofmaintenance was also apparent in
these groups, associated in particular with the maintenance of standards and the audit
processes. Some respondents noted that a considerable amount of time was spent
undertaking literature searches and maintaining the evidence base of those standards
which were extant. Thus the respondents appear to be acting in a caretaker role for
the clinical governance systems, which is interesting in terms ofwork commitments.
Consideration of this role is of use for drawing attention to the extent ofwork
performed by the respondents with regard to updating and maintaining the audits and
standards. The following section moves on to discuss the work of these groups in
terms of developing accounts and the processes of accounting.
7.3 Accounts and accounting
The last section, by referring to the use of EBP and managerial precepts, indicated
the role being performed by the respondents. Two forms of enactment are
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considered, accounts and accounting. Firstly the development of the accounts of
community nursing can be viewed as developing the technologies of accounts.
Secondly an alternative view of accounting draws from Power's (1997) depiction of
audit as a drama which acts to provide comfort, and also can be viewed as
impression management.
7.3.1 Accounts
Tilley (2004) describes accounts as discursive events which both interpret a situation
and thereby order events. These are therefore potentially powerful processes through
which the groups establish boundaries and frame practice. This section considers the
accounts in terms ofnormality and framing devices.
From the respondents' narratives it is apparent that the accounts produced are indeed
discursive events, produced by the interpretive communities of the project groups,
and in some cases discussion with the wider nursing community. In considering the
development of the accounts underpinning clinical governance the primary areas of
interest are the enactment and the stages of design. From this, there are a number of
points to consider. Firstly the development of these acts can be viewed as providing
or restoring normality, which Power (1997) and Maclntyre (1988) both indicate has
been transformed. Previously, accounts were only provided for exceptional events.
The recent development of interest in performance and audit has transformed this
and accounts are provided for potentially any aspect ofperformance or social life.
This provision of accounts must also be considered within the context of change
presented by the respondents. In this case it could be argued that these clinical
governance systems serve to provide stability and coherence in an unstable and
uncertain social milieu. It is interesting to note that some respondents do indicate
their view that standards and evidence should be provided for all aspects ofpractice.
This indicates a somewhat worrying and unthinking approach to both the evidence
based movement and clinical governance.
Power (1997) identifies two perspectives related to audit. First, the normative in
which audit goals are described as vague although audit is presumed to be capable of
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1.1.3 Management reforms and community nursing
The community setting was not immune to reform. The NHS and Community Care
Act (Great Britain, 1990) implemented the Griffiths' recommendations (Griffiths,
1988) for community care. This resulted in the establishment of a mixed economy
for care provision between the state, market, families, voluntary sector and GP
Fundholders. The shift to the provision of care in the community continued under the
subsequent government reforms (Scottish Office, 1998a; Scottish Executive 2000b),
which also saw the creation ofPrimary Care Trusts (PCT) and Local Health Care
Cooperatives (LHCC) (Scottish Office, 1997).
These developments have been described as creating organisational fragmentation
and individualism, as well as engendering changes in the community nursing role,
composition of the team and associated working practices (Symonds, 1998).
Amongst the changes in working practices of the community nurses were the
increases in collaboration with a wider health and social care team and in assessing
clients and delivering care, which resulted in the development ofnew flexible ways
ofworking (Sines et al., 2001). Resultant from this differentiation between health
and social care and the earlier discharge ofpatients from hospital, there has been an
increase in the range of technical care delivered by the community nurses and an
associated reduction in social care. The development of the skill mix (NHS
Management Executive, 1993; Mcintosh, 2000) and consequent employment of a
growing number ofjunior and untrained staff, has resulted in district nurses
delegating more clinical care and assuming an increased managerial and
administrative role (Sines et al., 2001).
The following section turns to the literature which has analysed the government
policies and the underpinning concepts of governance, quality and accountability.
1.2 Defining governance, quality and accountability
The management reforms challenged the idea that quality of health care was the
preserve of the health professions, with gradual acceptance of the premise that health
care quality could be measured, managed and continuously improved (Harrison and
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delivering the goals. Secondly, it is suggested that the empirical world of audit
practice is less concerned with the goals and more with the technical details of design
and delivery. In this study it is proposed that the goals, whilst still vague, are
nevertheless voiced by some respondents, a factor potentially associated with the
longevity of the quality debate in health care as reported in the work ofHarrison and
Pollitt (1994) and Pollitt et al. (1998).
Enacting clinical governance requires the use of interpretative skills and the groups
can be viewed as interpretative communities. The stages of clinical governance are
delivered collaboratively by the groups and include project selection, design and
analysis. The previous section identified the reliance on EBP and other managerial
rationalities, a point also argued convincingly by Traynor (1999) and Maclntyre
(1985). These rationalities nevertheless require translation into processes and
systems for use in community nursing, which could be considered using Llewellyn's
(2003) terms ofpractical theorising, the level of conceptual development where
"individuals make things happen through resources" (2003, p. 687). At this level
concepts are dealt with through activities which Morgan (1986) and Colebatch
(1998) identify with the use of problem solving techniques and other means of
analysis. These are drawn from the surrounding organisational and professional
context and with the processes facilitated by group members, as reported by
managers and one support nurse. Thus some staff are presented as being in a position
to influence the stages of framing and designing the systems of clinical governance.
The literature related to quality and clinical governance in health care, in particular
Degeling et al. (2004), Harrison and Dowswell, (2002) and Llewellyn (2001), noted
the position ofmedical and nursing managers in the middle of clinical and
managerial domains.
Harrison and Pollitt (1994) identify as an area of concern the nurse managers'
opening of nursing to the managerial gaze. In contrast, Degeling et al. (2004) view
the managers as the translators ofmanagerial goals and clinical governance. In
particular, nurse managers are viewed as becoming proficient in the skills required
for promoting these developments.
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This framing of clinical governance projects was found to involve all grades and to
draw from the dominant paradigms in the community context. These include EBP,
SIGN, CSBS and also, interestingly, the subdivision ofnursing into a sequence of
tasks. Mcintosh (2000) highlights a concern with the division of community nursing
practice into tasks, which is associated with the development of a skill mix in the
community. A point of some note is that, whilst the managers placed particular
emphasis on the use of critical analysis, there was little evidence of the frames of
reference being objectively appraised by those nurses applying them. This is similar
to Morgan's (1986) comment related to enactment in organisational contexts, which
is frequently based on the proactive and yet unthinking use of available scripts and
narratives from the surroundings. It might also be considered that as Maclntyre
(1988) has proposed, it is difficult for some groups to muster the debate against those
who have considerable skill with argument and have indeed made the profession of
their position synonymous with their role. The skills underpinning these
developments are drawn, in the main, from a mode of cognition, described by Bruner
(1986) as the paradigmatic mode in which reliance is placed on calculative systems
and scientific rationality. Power (1997) describes this further as comprising the use
ofprocedures and techniques for making auditing and accounting systems work.
In designing these systems the respondents were found to place considerable
emphasis on the language and terms used to produce measurable criteria. Language
and the use of language evidently occupy a central place in the enactment processes,
with the respondents not seeming to consider that the choice of criteria labels nursing
practice. This accords with a point raised by Power (1997) whereby auditing
processes serve to label practice and thereby reduce dialogue and sharing. The audit
systems, due to a perceived basis in a scientific approach, were viewed as portable
and applicable to any setting (Power, 1997). From this it is evident that the account
proposed by the majority of respondents contrasts with the approach to audit
evidenced by Kerrison et al. (1993; 1994) in which the emphasis was placed on audit
as a heuristic device. Rather, the concern evidenced by the respondents was to
develop accounts which provided for the control of community nursing practice.
Thus the respondents were found to describe the development ofmanagerial systems
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as supporting clinical governance and the standardisation ofnursing practice across
the localities. The rationale provided for this latter development was argued on the
basis of enabling staffmovement between localities, the unarguable rationality of
risk management and supporting staff nurses through the use of agreed standards and
protocols.
7.3.2 Accounting: impression management
This section considers an alternative reading of the processes associated with
developing clinical governance and accounting. In this view it is proposed that
despite the apparent concern with scientific methods and the development of
measures, there was in fact more concern with the outward appearance of delivery.
Power (1997) likened audit to a drama which was intended to provide comfort. In
translating this argument to community nursing, it provides an explanation for
continuing to follow a path of implementation in which too few staff are attempting,
or appear to be attempting, to involve all staff in these processes. Many of the
respondents' accounts were therefore associated with difficulties of being under
resourced, lacking direct specialist assistance and, in some instances, the education
and training to advance the agenda. Nevertheless, by viewing these nurses as
working within Bruner's (1986) narrative paradigm, in trying to persuade the wider
group to become involved, they are themselves actively creating a narrative of
accounting. It was one, moreover, which could not be completed. The potential
visibility of these respondents may also relate to the constant use of the word
"looking" by all respondents, with reference to clinical governance. Thus the
accounting narrative may serve to provide an impression of the community nursing
service as conducting clinical governance and of community nurses constantly
"looking" and checking their practices.
7.4 The discounted profession
This final stage of the discussion is concerned with a narrative treated by the
respondents and following from Polkinghome (1988), which can be termed
regressive. Polkinghorne has described the use of narratives in providing an
explanation ofwho we are, what we are doing and, at a cultural level, to provide
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cohesion and transmit values. The following theme of discounting relates to the
recurrent use of stories and accounts which discount the activities ofnursing and
nurses, in particular related to quality and standard setting initiatives. Some of these
themes were provided by the managers interviewed, but other grades were not
exempt, particularly in terms of self-denigration. This narrative is of interest given
the prevalence and treatment of this theme, together with the strength of opinion in
the account.
To return to Polkinghorne (1988), he also notes the ability of narratives to construct a
past which explains the 'now'. There was evidence of this within the narratives,
particularly with reference to the implementation of standard setting initiatives by the
nursing profession. In two accounts, both provided by managers but working in
different organisations, there was a similarity in the descriptions of the distance of
the nursing standards from practice, conveyed by isolated authors and shelved
folders. These systems were found to have failed, gone out of date too easily and
overall are presented as lacking relevance. In casting the earlier initiative in this
fashion, it evidently serves as a narrative device to promote the current, new system.
Similarly, the historical discounting was continued with a theme ofnursing having
been permitted to carry on with their "little" quality projects, although who was
permitting them was not made clear. By contrast, a support nurse sets the scene for
the other health professions coming on board with the quality developments. The
suggestion is offered that the new processes would be more reasoned with a picture
presented of staff sitting and discussing developments.
The respondents also provided a view of their own performance in earlier initiatives,
which were constantly viewed as difficult. Thus overall, the historical account of
nursing involvement in standard setting attributed little respect to the work of those
staff who had been involved. This view travelled over to the now in which nurses
were seen to have difficulties with the evidenced based practice agenda. However,
one manager provided some sense of balance by offering the opinion that this was
the latest "in" thing.
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The position of the nursing profession within the health care organisation was also
viewed as weak and having a voice which was not heard. This was interestingly
paradoxical given the obvious ability to narrate their position during these
interviews.
This position of a weak and subjugated nursing profession recalls Traynor's
description of the community nurses, although in this instance it is being applied by
the nurses to themselves. Thus, the nursing majority are positioned by the
respondents in a marginalised role. It is clear that this positioning is a narrative
device used to explain the actions of the respondents. However, at times, particularly
strong opinions are voiced, depicting them as incestuous when working in their
teams.
Although being isolated or marginalised is a view which can be applied to the
descriptions of the nursing majority, from these narratives it also applies to the
nursing profession. An interesting point is the comparative absence of clinical
governance initiatives involving nurses in multi-disciplinary activities, other than
some involvement with organisational accreditation. Thus nursing could indeed be
seen to lack a voice across the organisation, other than that afforded by the nurses
and managers who occupied positions in Trust and locality groups and, as such,
provided the account of community nursing to the wider community.
7.5 implications of the study
By using a narrative approach drawing from Morgan (1986) and Maclntyre's (1985)
conceptualisation of an enacted narrative, attention has been drawn to the
performative aspects of community nursing and notably those used to frame,
construct and explain the activities of nurses across diverse settings. This approach
has also demonstrated the range of skills and factors involved in these processes.
The agency of the respondents was ofparticular interest, spanning as it did both
aspects of Bruner's (1986) two modes of cognition, namely the paradigmatic and the
narrative. Thus the nurses were found to utilise both the calculative skills and those
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of story telling, with remarkable facility in both of these modes exhibited by some
respondents.
The implications of the study for nurses, managers, education and research are
considered in the following sections. In the first instance the implications for nurses
and managers are combined as they were in the thesis and it would seem perverse to
arbitrarily restore the dualism at this stage. Another consideration in the following
discussion is to retain awareness of the prevalence and apparent ubiquity of the
discounting theme in narratives and avoid the processes of discounting of the nursing
profession and nurses; which formed a recurrent theme in some of the enacted
narratives.
In the following section three primary themes are considered: change and control;
marginalisation; and finally, the nursing voice.
7.5.1 Community nursing and community management
The respondents were identified as undertaking the complex tasks of conceptualising
practice against a variety of analytics. Despite this evident skill and commitment to
constructing systems of clinical governance, which were intended to improve the
quality of care, there was an evident theme of centralising control and standardising
nursing care. Whilst, as was noted, the systems may have been more apparent than
real there was nevertheless a worrying trend towards the development of quality
control. This was driven by managerialist precepts which were failing to hear the
other voices included in the narrative and also failed to listen to the respondents' own
account of change. Thus the respondents indicated a cycle of recurrent change which
required staff to adapt and resulted in potentially anomalous clinical governance
systems. A number of nurses commented on the need to be aware of the wider
picture, as noted by the following nurse:
I think you have to be someone that has, well you have to
have a clear idea of district nursing and where it's going, and
also have a lot of knowledge of what's needed. What you
know, what is it that district nursing needs to look at.
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Because a lot of people have no idea (District Nurse 3, Trust
2).
These systems may have been developed in order to establish a feeling of some
continuity and control, however there are questions as to the long term impact of this
approach for the nursing profession. Interestingly, there were examples given by
nurses who were themselves involved in the development of standards and who
indicated that these were too restrictive to use during client-nurse interactions.
An additional aspect of the development of the clinical governance account was that
ofmarginalisation. Evidently, many of the staffwere excluded from stages of these
developments, despite the attempts of the group members to involve them with these
processes. Thus the majority of the nurses were found to stand outwith the decision
making which is further complicated by a paradox identified by Power (1997). In this
example Power notes that although the goals of accountability systems may drive
towards openness, paradoxically the very means and techniques used serve to
exclude staffmembers further. Thus marginalisation presents a challenge to those
staff charged with promoting these and similar developments. Interestingly, the
marginalisation conundrum does not stop at this point due to the fact that we are all
part of another person or group's story (Maclntyre, 1985). As a result the nurses
were themselves depicted as excluded and marginalised from other groups in the
community setting and, moreover, described as implementing systems which
impacted on community nursing. Thus we are all "the others" and consideration is
required not only of the means of communication, but also the impact of the systems
which are developed and the inadvertent exclusion that may arise from the processes
of framing and designing.
Thus the comments regarding critical analysis and skills in appraisal were of
particular concern, given the apparent inability of the nurses and managers to
critically analyse the frames they were using to develop clinical governance and
clinical audit accounts. The framing devices in use were, in the main, significant for
providing analytics based on managerial and task oriented perspectives. There was
an evident absence of nursing models and where models were used, they reflected
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the patient as on a journey or series of stages, an approach recommended by
Degeling, Maxwell and Iedema, (2004a) for the development of clinical governance
systems. This is a significant finding and indicates an area for future consideration,
particularly given the evident facility of the reported group with formulating and
enacting this particular account within the calculative paradigm. Consideration of the
power of the accounts we frame for ourselves and others seems crucial.
Finally it is proposed that as a means of dealing with these issues, attention should be
paid to the skills evidenced in this study and in particular to the facility of the nursing
voice. Despite the respondents' recurrent interpretation as to the lack of nursing
voice, they themselves were evidently exhibiting skills in these very processes. The
focus was perhaps erroneously on the skills themselves rather than on the
opportunity to enter the forum where they can both be heard and participate. Thus
Burke (1969) proposes the use of a dialectical approach and acceptance of the
inevitable contradictions and ambiguities in social life. He seeks to promote the fora
where all voices may be heard.
7.5.2 Nurse education
There are implications in this study for education arising from the respondents'
observations on the training and education they have received. One reading of the
findings of this study may be the possibility that these initiatives are concerned with
achieving the maximum effect for the minimum outlay of resources. However, it is
probable that attention to the training and development needs associated with this
agenda, will benefit the patients and staff. Thus it is suggested that planned
programmes of education and training should be developed which focus, not on the
latest initiative, but on the transferable skills and knowledge required to deal with
new developments. These include facilitating groups, analysing data and other skills
common to change programmes and project management. It is also proposed that
educationalists should consider the development ofprogrammes, which facilitate the
abilities of community nurses in critical analysis related to the conceptualisation of
clinical governance, and those processes concerned with implementation.
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7.5.3 Implications for further research
The use of an approach considering the performative aspects of organisational
contexts has proven useful for eliciting nursing voices and, in particular, provided the
ability to present these as a metanarrative across organisational settings. Individuals
and groups were found to be the bearers ofnarratives which they, simultaneously,
constructed and reconstructed. This was particularly apposite in the context of a
change project: to hear the voices on this subject and to view the means whereby an
explanatory basis was constructed for future actions. The most obvious example of
this was the respondents' construction of the context of change as the backdrop for
the implementation of clinical governance. The study raises the question whether this
approach could be applied in other health care contexts and, given the evidently
performative nature ofmuch of the nursing role, this is certainly a possibility.
Due to the nature of the research method, the narratives collected were set at the
level of capturing initial information. Whilst this had evident advantages for the
overview of the community setting and breadth ofmaterial obtained, there were also
disadvantages with this approach. These include: the lack of opportunity to elicit the
processes whereby groups of nurses engage in creating narrative accounts, in
particular, those used to construct clinical governance; and the need to consider the
interplay between the triad of organisational, managerial and professional structures,
and the agency of the individual community nurses. These factors may be addressed
by the use of alternative research designs, respectively, the case study (Feagin et al.,
1991; Stake, 2000) and an approach based on triangulation (Denzin, 1989; Shih,
1998; Coyle and Williams, 2000; Kelle, 2001).
Stake (2000) describes the use of case studies not as a methodological choice, but as
being concerned with what is to be studied. It is proposed, therefore, that a
longitudinal case study be used, to examine the involvement of a community nursing
team in the development of clinical governance. This design will facilitate
examination of all nursing perspectives within the team, including those staff
members who may be uninterested in developments. Amongst the strengths of this
approach is the development of an in-depth and multifaceted investigation, through
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the use of a wide range of research methods including observation, interviews and
archival research (Warner, 1991, p. 182). The design also permits the development
of a holistic view of the team, by consideration of team actions, interactions between
team members, other staff groups and the influence of social networks. Thus through
the use of a case study design the findings will be grounded in the community
nursing setting. Furthermore, the use of a longitudinal design for the case study will
enable consideration of the dimensions of time and change; this will also allow the
researcher to identify significant points in the construction of clinical governance by
the team. Finally, although the findings of the study would be specific to the case,
this approach promotes investigation and the identification of new ideas, enabling
theoretical innovation which can be generalised to other cases (Oram et al., 1991).
The second research design proposes the use of between-method triangulation, to
examine the interplay between structural constraints and the agency of community
nurses involved in the implementation of clinical governance. Triangulation has been
described as an "epistemological claim concerning what more can be known about a
phenomenon" (Moran-Ellis, 2006, p. 47), and achieved by combining two or more
data sources, methods, theories or researchers (Denzin, 1989). The use of
triangulation presents complex epistemological, theoretical and methodological
issues, as evidenced by the nursing and social science literature (Shih, 1998; Foss
and Ellefsen, 2002; Cox and Hassard, 2005; Moran-Ellis et al., 2006). The specific
form of triangulation proposed here is between-method triangulation which, by
combining the use of qualitative and quantitative data in the same study (Shih, 1998;
Kelle, 2001), can be used to examine interactions between the macro and micro
levels of the organisational setting. Through use of this design, quantitative data
would be used to map the community nursing staff involvement in clinical
governance activities across an organisational setting. The data set would be
pertinent to the staff group; for example, length of service, nursing role, professional
and educational qualifications and skill mix. These data would be used to inform the
collection and analysis of ethnographic data, concerned with the involvement of
community nurses in the development of clinical governance projects. Amongst the
advantages of this design would be the ability to develop a more complete picture of
239
Pollitt, 1994). This section draws from policy analysis to identify the key features
and traces the development of the three concepts of governance, quality, and
accountability.
1.2.1 Defining governance
It is evident that governance and clinical governance are at an early stage of
theoretical development (Kooiman, 1993; Rhodes, 1997; Pierre and Peters, 2000;
Newman, 2001; Harrison, 2002; Flynn, 2002; Bevir et al., 2003, 2003a). The
literature evidences a concern with defining the term governance, from which it is
apparent that although governance shares the same linguistic root as government it is
not a synonym for government, but is said to signify "a new process of governing; or
a changed condition of ordered rule; or the new method by which society is
governed" (Rhodes, 1997, p. 46). The word is derived from the Greek "kybernan"
meaning to steer and "kybernetes" helmsman (OED, 1989), which also provides the
root of the word cybernetics, the science of control (Pierre and Peters, 2000). Thus
governance may refer to steering or to control (Osborne and Gaebler, 1992). The
term has been described as confusing (Pierre, 2000), ambiguous and imprecise
(Hirst, 2000, p. 14) as well as a "hard-working and overused concept" (Newman,
2001, p. 16). Similar terminological difficulties are evident in the clinical governance
literature, with Gray and Harrison (2004, p. 3) stating that a striking feature of the
reforms is "the vagueness of the notion of governance employed", and Walshe et al.
observing that the "definition of clinical governance is unbounded and often
contested, so different people mean different things by it" (Walshe et al., 2003, p. 6).
These etymological and conceptual difficulties have not diminished interest in the
topic of governance, with increasing interest evidenced by analysts. Among the
explanations given for the development ofnew forms of governance are the financial
crisis of the state, marketisation, ongoing social change and the management
revolution in the public sector (Rhodes, 1997; Pierre and Peters, 2000; Newman,
2001). These are described as resulting in a "change in the meaning of government"
(Rhodes, 1997, p. 15) and a "post-political search for effective regulation and
accountability" (Hirst, 2000, p. 13) with a resultant shift in government, enacted
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the social processes occurring in complex organisational structures; including the
identification of structural constraints on individual staff members and of those
situations where an individual can be seen to have influenced a particular decision
for community nursing.
Finally, there is an evident requirement that scholarly attention be focused on the
involvement of nursing staff in both current and future reforms (Rafferty, 1992; West
and Scott, 2000). In order to achieve this it is proposed that nurse researchers seek to
build disciplinary bases for the profession in the fields ofpolicy and organisational
research.
7.6 Conclusion
The construction of this enacted narrative is that of the researcher and is one among
many potential readings, which could have been obtained from the material. It is
considered however, that this narrative reflects the developments, events and means
used by nursing staff in their conceptualisation of clinical governance.
This research presents a view of the development of accounts related to the clinical
governance agenda, by nurses in the community setting. It has demonstrated the
skills and processes involved, including the benefits and problems for individuals,
nursing groups and the profession. Developing formal accounts is an inevitable
aspect of the role of nurses and managers; and the means used to collaborate in this
have also been exhibited and explored. Within the managerial agenda of the health
service, accounts have assumed a new focus and purpose. It is the conclusion of this
thesis that the members of the nursing profession, including all levels and roles,
should consider their involvement in these processes. In addition, these issues should
be considered as being ofmore import than learning and applying discrete technical
skills, for their potential impact beyond individual clinical settings is substantial.
In conclusion, through the medium of this research, we have been privileged to hear
the voices of those members of staff involved in the construction of clinical
governance. As Maclntyre (1988) states, we live with our:
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own specific modes of social relationship, each with its own
canons of interpretation and explanation in respect of the
behavior of others, each with its own evaluative practices
(1988, p. 391).
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regulatory systems of the health professions (Donaldson and Gray, 1998). It is to the
second of these aspects that the next section turns, with a consideration of the
development of the quality agenda.
1.2.2 Clinical governance and quality
It is stated that the implementation of clinical governance is based on a "new"
definition of quality described as "doing the right things, at the right time, for the
right people, and doing them right - first time" (DoH, 1997, para. 3.2) a point also
reiterated by Donaldson and Gray (1998). However, Klein comments on the
collective amnesia associated with this "new" approach in the light of the quality
activity in the NHS over the last two decades (Klein, 1998). This comment is
particularly pertinent given the long pedigree of use in private sector of this "right -
first time" definition, notably in association with the development of quality control
systems (Price, 1984).
This emphasis on the management of quality processes has been a feature of earlier
government reforms, being described as a means of incorporating health
professionals into the management process (Harrison and Pollitt, 1994; Harrison,
2002), and also as "inextricably linked with issues ofmanagerial and clinical control
and power" (Sutherland and Dawson, 1998, S.16). Despite the widespread interest in
the management of quality across the private and public sectors remarkably little
research has been completed (Cole and Scott, 2000), although there has been some
evaluation of specific projects in the NHS (CEPP, 1991; Harvey, 1991). It is
proposed in the public administration and management literature that these
developments are concerned with organisational control (Hoggett, 1996; Reed,
1996). Hoggett suggesting that the quality systems currently in use in the public
sector are based on either a rational strategy or normative model. The rational
strategy is characterised by detailed performance specifications, routine monitoring
and a "deeply mechanistic" methodology (Hoggett, 1996, p. 23), with the examples
given of the British Standards approach and Patient's Charter. By contrast, normative
models are said to emphasise trust, shared values, leadership and development of the
organisational culture, with the primary example of this being the TQM approach.
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Notably, the concept of trust features prominently in the later development of clinical
governance (Davies and Mannion, 1999; Watson, 2004).
The range of quality projects implemented following these reforms has been
identified by Taylor (1996), with development advancing on several fronts, and
characteristically following occupational lines (Harrison and Pollitt, 1994; Pollitt et
al., 1998). There was however little evidence of integration between the managerial
and professional strands, and the concept of quality is described as becoming
"increasingly promiscuous" and contested (Pollitt 1993, p. 183).
The health professions have a long history of involvement in quality activities,
notably the nursing profession which has been involved with systems as divergent as
standard setting and accreditation (RCN, 1981, 1990; Ellis and Whittington, 1993). A
survey conducted in 1989 identified 1,478 quality initiatives underway in England
and Wales, the majority ofwhich had some form ofnursing involvement (Harrison
and Pollitt, 1994). Interestingly, despite this tradition of involvement, there has been
little critical analysis of the agenda by members of the nursing profession with much
of the literature describing current initiatives or concerned with promoting nursing
involvement in these developments (RCN, 1998, 2000; Scott, 1999; Currie et al.,
2003). An examination ofmedical and nursing audit however found that the two
professions vary in their approach, with the medical profession conceptualising the
initiative as a peer review, educational and confidential process, with managers
largely excluded from the activities. The situation with nursing audit was different,
with the nursing profession found to concentrate less on the detailed rules of audit
procedure than their medical colleagues and more concerned with the processes of
conducting audit (Harrison and Pollitt, 1994).
Another aspect ofnursing involvement which has been identified followed from the
appointment of nurse managers to quality management posts. This has subsequently
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Jobs had to be found for dispossessed nurse managers and
quite a few of them re-emerged in charge of quality assurance
(Klein, 1995, p. 151).
Harrison and Pollitt (1994) suggest that this had profound implications for the
nursing profession, with nursing audit led in some instances by nurse managers who
also held responsibility for service quality. This, it is suggested, caused the potential
for an overlap between service and professional issues, allowing nursing care to
become visible and transparent to managers with:
little sign of effective resistance to the continuing
systematization of nursing. The nursing process is becoming
steadily more transparent to and manipulable by managers
(Harrison and Pollitt, 1994, p. 111).
The final element of the quality agenda was addressed by management, with the
twofold aim of creating a corporate approach to quality and measuring user
satisfaction with services provided. Typically projects included TQM, QA and CQI,
and the use of satisfaction surveys (0vretveit, 1992; Ellis and Whittington, 1993;
Harrison and Pollitt, 1994; Taylor, 1996).
1.2.3 Clinical governance and accountability
The final concept considered in this overview is the central one of accountability.
Dewar (1999, 2000) provides a useful overview of clinical governance and
accountability, describing accountability as the backbone and driver of the clinical
governance process. This backbone is created from two systems. Firstly the
organisational structure enabling hierarchical accountability from the Chief
Executive to the government and public; and, secondly, those organisations
associated with the regulation of the health professions (Dewar, 2000). However, a
distinction is drawn between these formal and structural approaches to accountability
and the creation of processes which act as a basis for change and improvement.
Dewar states that the definition of clinical governance has been left incomplete with
health professionals having "embarked on a debate to define their own systems of
clinical governance in their own way" (Dewar, 2000, p. 31). Thus the functioning of
the accountability backbone depends on negotiated processes between the health
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professions. These processes will be influenced by local circumstances where "action
is more often a matter of local agreement rather than national edict" (Dewar, 2000, p.
33). Dewar identifies interprofessional collaboration as pivotal to the progress of the
agenda. Fundamental to success is that all staff groups are enabled to influence
outcomes, regardless of their explicit or implicit power base in the organisation. This
form of horizontal accountability places the emphasis on teamwork, collaboration
and discussion as well as the development of a structure for clinical governance.
Various models have been proposed as a means of involving health professionals in
clinical governance based on trust (Davies and Mannion, 1999), formal performance
measures (Bloor and Maynard, 1998) and developing self governance (Degeling,
Maxwell and Iedema, 2004a). The development of trust is associated with use of
principal-agent relationships, with the role of the principal held by service managers
and that of the agent by the health professionals. The authors argue for the
importance of creating a balance between trusting clinical professionals and
developing control systems (Davies and Mannion, 1999). Contrasting with this,
Bloor and Maynard (1998) describe clinical governance as being concerned with the
delivery of equitable and cost effective care, recommending the use of cost
effectiveness information alongside that related to clinical effectiveness, and that
clinical care follows scientifically valid guidelines. Finally, Degeling, Maxwell and
Iedema (2004a) propose the use ofmulti-disciplinary pathways as a model for the
development of clinical governance, with clinical teams invited to describe, define
and validate processes of patient care. The authors suggest that this process, whilst
recognising the centrality of clinicians to the care process, will disseminate
information and prevent the monopoly ofpower and control. Degeling, Maxwell and
Iedema argue that this is not a Taylorization ofwork, as has been proposed by
Harrison (2002), linking it instead with both Habermas' (1984, 1987) ideal speech
types and Rose's (1996) use of governmentality to "enfold the authority of a system
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From this review it is evident that although clinical governance is at an early stage of
theoretical development, the initiative is building on earlier reforms. The next section
turns to empirical studies conducted on the management reforms, considering first
those completed on the pre-clinical governance reforms and secondly, examining
studies of the clinical governance reforms.
1.3 Empirical research
Empirical research of the NHS management reforms presents a fragmented picture,
with Flynn (2002) observing that the development of clinical governance has been
under theorised. The literature survey identified a number of empirical studies
representing a range of perspectives, including those concerned with the examination
of the impact of the reforms at regional, district and unit levels (Strong and
Robinson, 1990; Harrison et al., 1992; Pettigrew et al., 1992), and mapping the
increase ofmanagerial power and simultaneous loss ofprofessional power and
autonomy (Harrison et al., 1992; Harrison and Dowswell, 2002; Sheaff et al., 2003).
Research focused on the nursing profession is less well represented, although it is
interesting to note the innovative methods used in those studies focused wholly, or
largely, on the nursing profession (Strong and Robinson, 1990; Traynor, 1996,
1999).
1.3.1 Management reforms
Amongst one of the earliest studies of the management reforms was the examination
by Strong and Robinson (1990), which originated in concerns about the impact of the
management reforms on the nursing profession and was intended to show how
people try to "cope with, understand and implement change" (Strong and Robinson,
1990, p. xiii). The scope of the original study had been the nursing profession, but
this was subsequently extended to include all staff groups. An intensive study of
seven Health Authority districts in England provided the research setting, with the
researchers attending meetings and conducting 140 interviews with staff including
managers, nurse managers and medical staff. The research approach was termed
"policy ethnography" (Strong and Robinson, 1990, p. 8), a feature of this method
being the use of a dialogical approach during the interviews, and the rationale
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explained by the description of the respondents as experts in their field.
Consequently, the researchers treated the interaction between interviewer and
interviewee as a shared attempt to understand the complexities of the reforms, with
detailed accounts of the impact of these developments being elicited.
The data collected covered a breadth of aspects associated with the reforms, which
were presented to reflect aspects of the general management process including the
management of the clinical trades, new model management, district level and finally
an assessment of general management. This enabled the presentation of a
comprehensive picture of these reforms from the district level of the NHS. The
findings were presented as extended narratives constructing a story which "has
several acts and each tries to balance or complement those that have gone before;
each part must be interpreted in the light of the whole" (Strong and Robinson, 1990,
p. 32).
Included within this story were nursing perspectives of the reform and the view of
the nursing profession held by managerial and medical respondents. These views
indicated the changing role of nurse managers, the problems nurses were
experiencing resultant from these reforms and the position of the nursing profession
in the new management structure. The general management arrangements were
identified as being based on principles of systematic monitoring and a single line of
command, although the managers were identified as having failed to reduce the
power of the medical profession. A contrasting and stark portrayal of the position of
the nursing profession emerged from the in-depth analysis. Accordingly, managers
were presented as viewing the nursing profession as weak and suffering from the
constraints of professional ignorance and those imposed by the nursing hierarchy,
with the managers side-stepping senior nurses and seeking professional advice from
other staff. Although the researchers acknowledged that developments in
professional education were addressing some of these factors, overall the existence
of a rigid hierarchical structure was depicted as preventing the development of the
profession.
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An important aspect of this research was the analysis of the management of quality
and of costs under the new arrangements. An inextricable linkage between these two
aspects was identified, with the management of quality being represented by the
research findings as a cost cutting exercise. The role of nurse managers who had
been appointed to quality management positions in the new organisations was
explored, with Strong and Robinson (1990) questioning if the nurse managers had
the necessary knowledge and support to sustain these roles, particularly given that
general managers considered quality of care as being of low priority compared with
the requirement to control costs. Knowledge and information provide an important
sub-text in this discussion, especially in terms of identifying the source of the power
of the medical profession which "rested crucially on their monopoly ofmedical
knowledge" (Strong and Robinson, 1990, p. 42). This portrayal is in stark contrast to
that of the nurses who are described as having "bio-medical ignorance" (1990, p. 42).
Strong and Robinson ask:
Could the responsibility for service quality really be given to
those who were busy on other things, who had no support
staff, whose knowledge was focused on just one corner of the
service, whose competence was in question or who had little
or no education or research experience? (Strong and
Robinson, 1990, p. 182).
The research presented a bleak picture ofnursing, with general managers perceiving
some nurse managers as unable to perform their management roles or of providing
the managers with the professional advice they required. Overall managers were
depicted as viewing the nursing profession as an easy means ofmaking efficiency
savings, consequent to which the vexed question ofnursing manpower levels
received little investment in terms of research. However, in those cases where
research and knowledge was required to support a nursing function, this was found to
be viewed as low priority compared with controlling costs. Accordingly, the
researchers concluded that the nursing profession:
was trapped deep within a black hole. Those on the outside
could not see in. Those on the inside could not see out. The
largest and most expensive part of the NHS remained
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unmeasured, unmonitored, ignored (Strong and Robinson,
1999, p. 177).
This study presents a comprehensive account of these earlier reforms and the impact
on the senior level of the nursing profession through the eliciting and presenting of a
complex array of data, identifying the factors influencing the nursing role in the
reforms and the complexity of reform processes at organisational level. The
following descriptive study was also located primarily at organisational level
although in this instance the study was focused primarily on the nursing profession,
with the respondents extended to include managers and ward sisters.
The longitudinal study conducted by Glennerster et al. (1986), Glennerster and
Owens (1987) and Owens and Glennerster (1990), examined the impact of the
Griffiths reforms on the structure and function of nursing management, and
demonstrated some similar findings to Strong and Robinson. The study included staff
from across a Regional Health Authority (RHA), with approximately 400 interviews
completed with managers, senior nurses and ward sisters. The project was
commissioned by the RHA with the goal of eliciting "the views of senior nurses and
general managers on the nature of these changes" (Glennerster et al., 1986,
foreword), and focusing in particular on the impact of structural changes.
An interesting description of the transformation of the roles of the nursing managers
and ward sisters was presented. Difficulties had arisen for managers due in part to the
new accountability arrangements, with nurse managers holding dual accountability to
general managers and to the profession. Problems were also identified for some nurse
managers in articulating the position of the nursing profession to the managers, with
problems compounded by the requirement to contain costs whilst maintaining the
delivery ofnursing care. The managers were found to stand at the centre of the new
forms of accountability in the NHS, crossing the clinical and managerial divides. The
former nursing hierarchy also exerted an effect over the nurses due to the power of
tradition, which made it hard for staff to adapt to the changes and to the new
management arrangements as:
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Everyone carries around a map of the institutional framework
in their heads. People have internalized the old Salmon
structures to such a degree that it requires a huge
psychological shift in relocating patterns of relationships
(Glennerster et al., 1986, p. 26).
Similarly, the research by Harrison et al. (1992), also took as its starting point the
impact of the reforms on clinical and managerial staff, in a study of 11 Health
Authorities including two Scottish Boards. In this comparative ethnographic
investigation 339 staff, at or below unit level including medical and nursing
representatives, were interviewed using what was termed a loosely structured
approach. This study is interesting for the inclusion of an extensive literature search
and the design of a comprehensive theoretical framework using sociological
constructs ofpower, organisational culture and puzzlement to support the research
process. Accordingly, organisations are viewed as political systems populated by
staff groups, ofwhom some hold multiple and conflicting objectives. The concept of
puzzlement is used to describe the chance and uncertainty surrounding the
development of these policy processes. The management theories ofFordism and
post-Fordism were used to analyse the data, with the "Fordist" use of command and
control through measurement, regulation and collection of data, contrasted with the
post-Fordist working practices in which the emphasis is placed on organisational
fragmentation, developing the organisational culture and employee commitment.
From the findings it was argued that the impact of the Griffiths' reforms had been
primarily structural, with managers found to have an over-riding concern with fiscal
matters, measuring organisational efficiency and raising productivity without
increasing costs. Finally, the loss of line management responsibility by senior nurses
was reported, whilst the medical profession was described as having retained their
autonomy.
Walby et al. (1994) also drew upon the concepts ofFordism and post-Fordism in a
study considering changes in working practices and in the autonomy of the medical
and nursing professions resultant from the reforms. Using a case study approach in
hospitals located in Scotland and England, the researchers conducted interviews with
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approximately 400 staff including medical, nursing and management representatives.
In a detailed discussion the increase in managerialism and associated surveillance of
the two professions was mapped, with a mixture of Fordist and post-Fordist
approaches to management and working styles reported. In presenting the findings
the researchers opposed the Fordist with the post-Fordist working practices of the
nursing and medical professions. The nursing profession was found to be following
Fordist working practices represented by a rigid and hierarchical management
structure. This latter finding mirrors that of Strong and Robinson (1990). The nurses
were also found to display less ability than their medical colleagues when it came to
acting in autonomous ways or using decision-making skills. The use ofFordist
practices were described as limiting the development of the nursing profession,
although the researchers did suggest nursing was en route to a post-Fordist form of
working. In this study, there is an implicit assumption that the post-Fordist working
arrangements have merit. However, the researchers do not appear to have considered
that post-Fordist working practices also represent a form ofmanagerial control.
A number of studies were also conducted under the aegis of the King's Fund, and
reported on by Robinson and Le Grand (1994). These projects were undertaken to
evaluate the impact of the implementation of the Workingfor Patients reforms (DoH,
1989) and were small scale and exploratory in approach. Amongst the topics
included were: assessments of the performance ofNHS Trusts; GP Fundholding and,
medical audit. The findings demonstrated few identifiable improvements following
implementation of the reforms, although the absence of evaluative criteria was noted
as having presented problems. The report of particular interest is the descriptive
account by Kerrison et al. (1993, 1994) of the development ofmedical audit in four
hospital sites. Data collection was conducted by observation of local audit committee
meetings and interviews with key participants including clinicians, audit co¬
ordinators, nurses and managers. The findings demonstrated a narrow interpretation
of audit, domination by senior doctors, lack of clear guidelines and standards and
little management involvement. One area where medical audit was found to be
successful was in the concentration of audit projects on the technical aspects of
patient care, which was described as opening the work of junior doctors to view and
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discussion at the audit meetings. This allowed the consultants to participate in the
audit process, although the audit did not include a direct focus on their work,
enabling them to disappear from view. The junior doctors were described as viewing
audit meetings as a socialisation process, a means of learning about consultants'
expectations and local policies, rather than about new developments. The authors
noted that although the medical profession had argued for medical audit to be an
educational rather than managerial activity, it was unlikely that the issues identified
would lead to formal training. In conclusion the use ofmedical audit as a type of
formative evaluation was described as increasingly out of step with the summative
measures being implemented elsewhere in the NHS. Overall the authors observed
that involvement in medical audit had a "symbolic quality" acting as "visible proof
of the 'clinicians' commitment and vocation" (Kerrison et al., 1994, p. 175).
The study by Traynor (1994, 1996, 1999) represents an important example of nursing
research, taking as its focus the way in which nurses and managers present
themselves and argue their case within a context of increasing rationalism and
associated development ofmanagerialism. The research is located in the context of
the managerial reforms, looking at the effect ofmanagement activity on community
nurses and nurse managers. A theoretical perspective is presented of the dominant
trend ofmanagerial rationalism in society and the NHS, which is linked with the
discourse used by nursing leaders. Analysis of this demonstrated "that nursing
leaders have continually reshaped discourse about the profession - in response to
changing discourses in society" (Traynor, 1999, p. 82). Earlier nursing discourses
were seen to have responded to feminism and, more recently, the trend of economic
rationalism, with nursing managers drawing increasingly from the language of
economic rationalism and bureaucracy to present nursing as a cost effective activity.
The study originated as part of an RCN study conducted in four first wave
community Trusts, although one Trust subsequently withdrew from the study. The
researcher collected data over a four year period from the two groups of staff using
two separate collection methods. First, interviews were held with 19 managers, and
second, the additional comments were collected from a separate job satisfaction
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questionnaire completed by all the community nurses employed in these Trusts. This
questionnaire formed part of an RCN study on job satisfaction which had included
free text space for staff to provide additional comments. Some 886 questionnaires
from the job satisfaction study were included in the analysis. The variation between
the methods used to collect the data gives some cause for concern in terms of hearing
the voice of the community nurses. It is interesting to note Traynor's observation that
the responses obtained from community nurses were primarily in the negative,
although he also argued (Traynor, 1994) that the material obtained by these means
provided a rich source of data.
The research approach was informed by deconstructive literary theory and discourse
analysis, with the deconstructive approach used to enable exploration of texts which
simultaneously supported opposing positions. This approach was also based on the
premise that the structure of language reflects the existing power relations in society.
Consequently, particular attention was paid to the link between power, language and
identity, and to the philosophical positions implicit in the talk ofmanagers and
nurses. Traynor identifies the managers as using a rationalising discourse drawn from
the language ofmodernity, a discourse characterised by the use of impersonal criteria
and reliance on measurement processes. In this discourse the concept of
measurement formed a new and authoritative language, although problems were
identified by some managers in applying this approach to nursing care. However, for
the managers the tasks represented by this discourse were imperatives which had to
be completed, and with which the community nurses had to comply. Traynor argues
that:
the unspoken implication is that the survival of certain groups
of community nurse depends too upon this 'demonstration'.
They have to 'make up their minds', 'sit down' and enter into
the project of increasing explicitness and formally rational
activity (Traynor, 1999, p. 101).
The research also identified variation between managers themselves, with some
trying to reconcile the differing discourses of the managerial and nursing groups. The
analysis of the community nursing position contrasts strongly with that of nursing
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management, highlighting a sharp division between these two groups with the
managers adopting a position of objectivity and detachment whilst the nurses convey
moral outrage at the managerial developments. The managers were depicted as
adopting a position based on the unarguable rationality of financial constraints and
the use ofmeans of surveillance, although some were also said to experience "unease
and anxiety at the unintended consequences of such accounting procedures"
(Traynor, 1999, p. 158). Throughout the study managers were presented as 'wily
rhetorician[s]' with a 'will to persuade'. This view ofmanagement follows from that
presented by Maclntyre (1985), and identifies three means of enacting community
management: self disclosure, development of community teams and finally by:
appealing to finance as a given and to attractive notions of
professional autonomy and even patient empowerment
enabled managers to adopt a rhetoric of offering freedom of
choice to field staff while actually exercising detailed and
overarching control (Traynor, 1999, p. 160).
Traynor indicates that the success of this management approach is based on the
managers presenting the majority of community nurses as irrational. The findings of
the research present the community nurses as an exploited and disempowered group,
adopting and negotiating a position of subjectivity from the conflicting discourses of
caring and exploitation, and portraying themselves in terms of duty and self sacrifice.
For the majority of the nurses, the official discourses ofmanagement were found to
have little relevance, although Traynor notes that there was no way of knowing why
this was so from the findings of this study. The research findings indicated that
whilst the managers were promoting nursing as a rational and cost effective activity,
the nurses themselves were viewed as traditional, irrational and fearful. As a
consequence there was a marginalisation of the nursing group, their discourse and the
knowledge that they espouse. This factor is summarised by the statement that the
project:
may represent the dying voice of a fading group or it may
characterise a more robust position of a significant, but
nevertheless unsanctioned nursing subgroup. [...] However,
its very negativity, lack of both political finesse and
effectiveness and its failure to obey ascendant rules of
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rationality lend this project an admirable freedom of concept
and argument. The nurses [...] can voice unease,
powerlessness, a sense of contradiction and anger in a way
that more 'rational' operators who have more to lose in terms
of credibility, power, position and influence can rarely
achieve (Traynor, 1999, p. 156).
1.3.2 Clinical governance
Whilst the 1983-1991 reforms were associated with a lack of government interest in
evaluating the reforms (Robinson and Le Grand, 1994), this situation has evidently
changed (Donaldson and Gray, 1998). An interesting feature of the clinical
governance agenda has been the increase in the number of evaluation studies
conducted (Freeman et al., 1999; Walshe et al., 2000; Franks, 2001; Grainger et al.,
2002). Although these studies can be viewed as meeting the criteria identified by
Flynn as being more "for" policy than "of' policy (Flynn, 2002), they nevertheless
provide a valuable window on the development of the agenda.
Amongst these are a series of studies completed for the West Midlands Health
Authority (Latham et ah, 1999; Walshe et ah, 2000), conducted to provide empirical
evidence on the progress of the clinical governance initiative. In the final report
associated with this study, Walshe et ah (2000) provide not only an overview of the
analysis but also a theoretical review covering many aspects of the clinical
governance agenda. The analysts locate the initiative within the tradition ofNPM and
a whole systems approach to quality, tempered by a modified professionalism
(Walshe et ah, 2000, p. 57). The study included structured interviews with 151 key
individuals including the clinical governance leads, medical directors, nursing
directors and chief executives of the Trusts in the region. This approach of
interviewing the senior clinical and managerial echelon of the organisations mirrored
the tried and tested means of research into the earlier NHS reforms (Harrison et ah,
1992). From the findings it was evident that many of the organisations had developed
the systems required by the agenda, including clinical audit, risk management and
management of complaints. These developments were, however, depicted as limited
and at odds with the reported use of a whole systems approach to quality
improvement. The supporting structures were described as fragmented with problems
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identified in developing the organisational culture required to integrate and progress
the various components of the clinical governance agenda. There were also
difficulties in providing the time and resources for those individuals leading the
initiative, with little evidence of clinical governance forming an integral part of
clinical practice, or of changing clinical care.
A series of investigations was conducted by Degeling et al. (2001, 2003, 2004). Here
the research aims included the identification of how medical and nursing staff
balance clinical autonomy with accountability to managers; recognise
interconnections between clinical and financial aspects of care; accept the multi-
disciplinary nature of care; and participate in processes designed to bring work under
process control (Degeling et al., 2001). The research design divided the health
professions into four sub-cultures, nurse managers, nurse practitioners, medical
managers and medical clinicians, with each group described as pivotal to the
successful interpretation of the reforms. Additionally, the perception and
interpretation of the reforms by the medical and nursing managers were viewed as
particularly crucial due to their positioning at the intersection of the managerial and
clinical domains.
Two studies were conducted in hospital locations distributed through the United
Kingdom, New Zealand and Australia with a total of 856 and 3,065 respondents
included in the respective studies (Degeling et al., 2001, 2003). In both instances
staffwere issued with a self-completion questionnaire, comprising closed questions
on key health care issues including the prevalence and causes of variations in clinical
practice, stability and adequacy of clinical knowledge and clinical standard setting.
Statistical analysis was used to interpret the data, with the most frequently identified
variations being associated with occupational background. Whilst this approach
enabled the collection of data from large groups of staff, the design of the
questionnaires and use of closed questions inevitably precluded the collection of
additional information from respondents.
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The findings were presented by sub-professional groupings and it is perhaps
unsurprising that, given the data collection method, nurses were identified as: having
a low assessment of nursing power; inclined towards decision processes based on
rules and custom; preferred team-based working arrangements; and believed that
following protocols would extend their autonomy. Nurses were also identified as
having a patient centred concept of clinical care and held the view that issues of
resources had no place in clinical decision making. The nurse managers were aware
of the disparities ofpower in health care. They also supported rule based decision
making and were keen to promote rationalised, codified, standardised and
accountable work processes. A contrasting picture was found for the medical sub¬
groups although the differences between the two groups were only to a minor degree
and as such are described as difficult to profile.
The reservations noted, concerning the design of the questionnaire and use of closed
questions to collect data, were addressed by a smaller study of staffworking in five
NHS Trusts in Wales (Degeling et al., 2004). This study focused on staff knowledge
of clinical governance including objectives, outcomes and staffperceptions of the
policy. In this instance focus groups were combined with the use of the questionnaire
which included closed and open questions, and further information was collected on
the interaction between the groups. A total of 198 members of staff representing the
four sub-groups were involved in the focus groups. The findings illustrated the
negative view of clinical governance held by the medical staff. By contrast, the nurse
managers were described as having extensive knowledge and experience of these
issues and were identified as being the group most able to lead the implementation of
the clinical governance agenda. As a result of these findings, a number of
recommendations were put forward. Firstly, that the commitment of health
professionals to patient centred clinical services should be recognised in planning
future reforms. Secondly, it was proposed that a model based on responsible
autonomy and multi-disciplinary care pathways, rather than instrumental, calculative
and resource management models, be used to promote transparent accountability. It
was suggested that this system would retain a patient centred approach to the
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delivery of care. Finally, Degeling et al. (2001) argued for a negotiated balance
between the respective discursive domains ofmanagement and practice.
The role ofmedical staffworking on the boundary between the clinical and
managerial domains has received increasing interest from researchers (Llewellyn,
2001). This trend is represented in the studies by Harrison and Dowswell (2002) and
Sheaff et al. (2003), which are concerned with changes in medical autonomy arising
from social and political developments, with the primary focus on the impact of
developments in knowledge and the role ofmedical leaders. Harrison and Dowswell
(2002) present just such an analysis in their study of the clinical autonomy of general
practitioners. Specifically this study was concerned with investigating the
perceptions of general practitioners related to government policies, recent
governance developments and whether or not developments were affecting their
ability to determine clinical practice and to judge their performance. The study draws
from three strands of theoretical analysis, bureaucratisation, de-professionalisation
and decline in collegiality. The study was also informed by a scientific-bureaucratic
thesis (Harrison and Ahmad, 2000; Harrison, 2002; Harrison et al., 2002b) in which
changes in medical autonomy were related to changes in medical knowledge. It is
argued that these developments were associated with increasing reliance on
scientific-bureaucratic medicine as represented by the recent development of clinical
governance and EBP.
A series of semi-structured interviews were conducted with 49 GPs in eight PCGs
located in two health authorities in England, using thematic content analysis to
identify major themes in the data. The authors present the data as indicative of an
increase in the development ofbureaucratic accountability, a reduction in the
physician's ability to set limits on and to judge their own performance. These
developments were also viewed as enabling others to survey their work. In particular
those physicians acting in a managerial capacity were found to be placing pressure
on GPs to modify their casenote recording. Interestingly, the respondents were found
to have offered little professional resistance to these developments, other than
expressing regret related to disregard for the tacit "art" ofprofessional knowledge.
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The study also identified the role of the practice nurses in the spread ofbureaucratic
accountability with the GPs delegating certain patients to the nurses, thus freeing
time to sort out "guidelines for the practice" (Harrison and Dowswell, 2002, p. 214).
It is argued that the nurses are:
keen to expand their role. I don't see any threat; the nurses
don't want to kick us out of the business, but one day what
we see as general practice will become primary care nursing
duties, as a lot has already (Harrison and Dowswell, 2002, p.
214).
The authors argue that the findings were consistent with a number of theoretical
perspectives including de-professionalisation (Haug, 1988), the concept of
Foucauldian 'panoptic surveillance' (Foucault, 1977), bureaucratisation ofmedical
knowledge (Harrison, 2002) and representative of a shift from trust ofpeople, to trust
of systems (Power, 1997). The researchers concluded that these findings indicated
the continuing loss ofmedical autonomy and restratification of the medical
profession.
Sheaff et al. (2003), conducted a study ofmedical leadership in primary care, to
explore how a profession adapts the way it regulates itself in response to the
constraints of new public policies, governance structures and the desire to self
regulate. The theoretical foundation of the research drew upon Courpasson's (2000)
concept of soft bureaucracy, which argues that the management of professionals is
achieved through the use of sophisticated management practices. According to
Courpasson, professional organisations comprise a hard exterior and a loosely
coupled interior, with the former encompassing the contractual systems and penalties
associated with employment. In contrast to this, the interior of organisations and the
management ofprofessionals are based on the creation of flexible corporatism with
professional leaders appointed to managerial positions and given weak management
power over their colleagues. Courpasson argues that this is based on three
legitimacies: firstly, instrumental legitimacy concerned with promoting
organisational goals; secondly, political legitimacy with the professionals having
renunciated control to the professional lead; and finally, liberal legitimacy in which
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the lead professional uses techniques of soft coercion associated with the external
threats. Soft bureaucracy presupposes the existence of a bureaucratic governance
structure and the authors indicate that modification will be required to fit with the
network arrangement of GP practices in PCGs and PCTs.
The empirical study focused on the development of clinical governance in 12
primary health care networks and the associated implementation of two National
Service Frameworks (NSF): one for coronary heart disease and one for mental
health. These NSFs were chosen for the contrasting degree of clinical detail they
provided. A case study approach was used across the sites, with 49 semi-structured
interviews carried out with chief executives, clinical governance leads including two
nurses, mental health leads and lay informants. Case studies were produced for each
site by triangulation of the data. These were subsequently used to identify
commonalities and differences between sites and as a means of "narrating how
clinical governance was established and performed" (Sheaff et ah, 2003 p. 413).
Clinical governance was found to be legitimated through primarily instrumental
means, including problem-solving tasks, persuading staff to accept self-imposed
targets, and the use of technical language. The authors also described the
introduction ofbenchmarking as an example of surveillance, likening this to opening
the practice of individual doctors to the collective gaze of the profession (Foucault,
1977), and the use of technically legitimated rules which thereafter regulated
individual performance. The authors propose that Evidence Based Medicine (EBM)
was used to maintain medical dominance in the face of processes of
bureaucratisation. Some variation was found in the reaction of the GPs to the NSF
and whilst failure by the GPs to follow the frameworks was found to be indefensible,
GPs preferred the more clinically prescriptive NSF for coronary heart disease, than
the less specific mental health NSF. The primary rationale for following guidelines
was however expressed in terms ofmeeting clinical requirements rather than that of
policy:
Although clinical governance activity was legitimated in
strongly instrumental terms, this instrumental justification
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referred to the technical, health effects of 'good' clinical
practice, not its contribution to other health policy or NHS
management objectives (Sheaff et ah, 2003, p. 418).
Overall, clinical governance was viewed by the physicians as having been aforce
majeure, which would be implemented whatever the medical opinion. Although the
clinical leads were found to be concentrating on the development of trust,
encouraging the use self criticism and a reliance on development and training, they
were also found to have used soft coercion on their colleagues, expressed in terms of
the external threat ofmanagement action and government led reforms. The authors
argued that the study illustrated how the managers influenced staffby proxy through
the clinical leads who were acting in a boundary position. Importantly, although this
was argued as reducing the power of individual physicians, it was not viewed as
reducing the power of the medical profession. Finally, soft-bureaucracy was found to
reveal the motivational processes used to obtain compliance from the physicians as
complex and ambivalent, including managerial incursion on medical decision
making, tighter financial controls and more paperwork.
Harrison et al. (2002a), reported on the findings of a study ofpractice nurse attitudes
towards the use of clinical guidelines. This study was conducted consecutively with
another on GP attitudes to guidelines (Harrison et al., 2003) and found that the two
groups held contrasting opinions. The background for this study was the increase in
the number ofpractice nurses employed in general practice and the delegation of
work from the GPs to the nurses, a process largely dependent on the existence of
guidelines. Twenty six practice nurses were each interviewed on three occasions,
with the first interview using a Likert style questionnaire concerned with attitudes
towards clinical guidelines. The second interview used a further questionnaire, this
time related to the organisational culture and qualitative data related to their
perceptions of current developments including creation of PCGs. Finally, the third
interview focused on discussion of the preliminary findings.
The nurses were found to be generally supportive of the use of clinical guidelines
and to have gained considerable autonomy over the care of some patient groups, for
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example those with asthma, and others where GPs were found to have abdicated
interest. Some medical staffwere reported to be bored with guidelines and to
denigrate nursing interest in them. However the nurses identified various advantages
in using guidelines including: the promotion of consistency; as a source of expertise;
providing a degree of autonomy in practice; and, also as a source of protection for
the nurses. The nurses also indicated that they had used guidelines in discussion with
the GP, and expected to be involved in the processes of guideline development
stating:
We developed some practice guidelines for the management
of coronary disease. They are interdisciplinary. This will
make them acceptable to the GPs and practice nurses. We
reviewed the evidence, looked at the National Service
Framework, considered clinical governance, and chose an
area which is one of our local priorities (Harrison et al.,
2002a, p. 304).
These findings are similar to those ofDegeling et al. (2001), with the nurses
indicating a preference for codified knowledge and, although the use of guidelines
are considered to reduce professional autonomy, the study suggests that in some
contexts autonomy can be gained from their use. The research is also important for
evidencing the degree of transition in the practice nurse role and, although a wider
study would be required to consider the influence of interprofessional factors on
these findings, the authors suggest that this study supports Berg's (1997) thesis that
the explicit codification of the scientific basis of the work of low status groups may
in fact enhance their status.
The final study considered in this section was the small scale study ofpractice nurses
conducted by Savage and Moore (2004). This study arose from concerns that current
government led reforms failed to recognise the impact that the hierarchical structure
ofhealth professions has on multidisciplinary working. Amongst issues identified by
the authors were the failure to acknowledge the ambiguous nature of accountability
across the health care team and a dilemma arising from the emphasis placed by
members of the nursing profession on individualised care, as opposed to a concern
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with the care of populations, underpinning the development ofEBM. It is also
proposed that:
the multidisciplinary working heralded by clinical
governance may rest on decision-making predominantly
shaped by the knowledge of the most powerful disciplines
(Savage and Moore, 2004, p. 7).
These factors, it is suggested, will impact on nursing involvement in the
implementation of the government's modernisation agenda.
The researchers focused on the interpretation of accountability by practice nurses in
the context of clinical governance. They questioned how accountability was
understood across the care team, who was involved in multi-disciplinary decision
making and the relationship between decision making and accountability. An
ethnographic study was used involving all staff employed in one GP practice,
including nurses, administrative and medical staff. Data collection was by way of
semi-structured interviews, observation and use of vignettes. The findings indicated
that the meaning of accountability for practice nurses was elusive, being used in
varying ways and as a catch-all term. The researchers also indicated that
accountability could be passed:
like a hot potato from one practitioner to another, principally
by providing a colleague with a narrative or an account of
decision-making. Although some nurses saw themselves as
accountable for their practice, a contrasting view was also
evident amongst all staff, promoted perhaps by the set-up of
the practice as a small business (Savage and Moore, 2004, p.
5).
The main limitation of this study was its small scale, resulting in it being viewed as
an initial overview of the topic. Despite its small scale this study was useful for
identifying the impact of the recent developments on the practice nurse
understanding of accountability. Their view of accountability was described as
ambiguous and especially confusing due to the development of clinical governance
and EBP. Concerns were also identified related to nursing knowledge being shaped
47
by powerful disciplines and that the structure of this knowledge was failing to
recognise nursing goals and accountability.
1.4 Summary
The aim of this chapter was to review the literature on clinical governance with
particular regard to the policy antecedents, development of a quality agenda in health
care and relevant empirical research. From this review, it is evident that the literature
presents a partial picture of the reforms and ofnursing involvement, largely
characterised by a concern with examining the development ofmanagement and
organisational systems (Strong and Robinson, 1990; Harrison et al., 1992; Walshe et
ah, 2000), changes in working arrangements and the impact of these reforms on
health professions (Walby et al., 1994; Harrison and Pollitt, 1994; Harrison and
Dowswell, 2002). In many instances the focus is placed on the senior management
tier ofNHS organisations, with comparatively little indication of the impact of
developments on staff at clinical level, although there are notable exceptions
(Glennerster et ah, 1986; Glennerster and Owens, 1987; Traynor, 1999; Harrison et
ah, 2002a). In terms of the implementation of clinical governance there were a
number of organisation wide evaluations which illustrated the primary focus on the
development of structures for clinical governance and the use ofNPM and CQI as
models to inform the development (Walshe et ah, 2000). It was also shown that in a
few instances nurse managers held the position of clinical governance lead. A
number of small scale studies were also evidenced by the review, examining the
impact of the reforms on the role of the medical profession, including changes in
medical autonomy and the codification of the medical knowledge base (Harrison and
Dowswell, 2002; Sheaff et ah, 2003). Whilst the aim of clinical governance was the
development of corporate accountability for clinical quality, the review showed that
there were few studies concerned with this aspect of the agenda.
The literature review traced quality related activities and the development of
independent strands, organised in the majority of instances along professional and
managerial lines. The review revealed a notable gap in research in this area, even
though the nursing profession was described in the literature as being active in
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quality related developments (Harrison and Pollitt, 1994). The literature also
identified the process whereby in some instances, those nurse managers who had
been dispossessed by management reforms were appointed to quality management
posts. These posts were established throughout the NHS and their creation has been
described as developing an accidental lobby for quality. However, in terms of the
development of the quality agenda there is little information other than descriptions
of the main methods employed and the projects implemented.
As with quality management in the private sector, the review illustrates a surprising
dearth of research on quality related topics at the level of organisational
management. Whilst there were references to the involvement ofmembers of the
nursing profession across a wide range of quality related activities, there were few
specific studies related to the actual involvement ofnurses in projects. The literature
indicated some development of organisation-wide quality systems using private
sector techniques but it is suggested that nurses, concerned with the improving
patient care, preferred their own local systems.
A few studies highlighted issues associated with nursing knowledge. Amongst these,
early studies suggest an initial inability of nurse managers to fulfil the quality roles,
due to a range of factors such as a lack ofmanagerial support and knowledge (Strong
and Robinson, 1990). This view differs from that of a later study where nurse
managers are identified as being the most knowledgeable on the quality management
reforms and consequently, are considered to be the staff members best suited to lead
these initiatives (Degeling et al., 2004). Harrison and Pollitt (1994) cautioned that the
positioning of nurse managers on the "boundary" between management and nursing
was opening the profession to the management view. This positioning on the
boundary has recently become an object of interest for research focused on the
impact ofmanagement reforms on the medical profession, but a gap remains in the
research related to the role of the nurse manager. Additionally, there has been recent
interest in the boundary role of clinical leads in the medical profession (Sheaff et al.,
2003).
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The relationship between the managers and the nurses is given little consideration in
the research literature, although Traynor (1996, 1999) provides an obvious exception
to this with his study of community nurses and managers. In this study the nurse
managers are represented as using a rationalising management discourse, with a
sharp distinction drawn between the two groups who are depicted as having
divergent goals. Consideration of this study, however, is tempered by concerns
regarding the means used to collect the data from the community nurses.
Developments in guidelines and protocols are also mentioned in the research
literature. It is suggested that nurses prefer to use guidelines and protocols and they
view this as increasing their autonomy (Harrison et al., 2002a). In contrast to this, the
medical profession was reported to hold the view that guidelines are an
encroachment on their medical autonomy (Harrison and Ahmad, 2000; Harrison and
Dowswell, 2002; Sheaff et al, 2003).
The research methods used were mainly qualitative and descriptive with little
theoretical development (Ferlie, 1997) although there were some exceptions with the
use of complex theoretical frameworks, including those derived from Weberian
theory (Harrison and Dowswell, 2002; Sheaff et al., 2003). A number of studies also
used innovative approaches for example Traynor's application of the deconstructive
approach (1996, 1999) which was used to explore the dualism evident in the
respondents' accounts. A further example is the study by Strong and Robinson
(1990), in which the expertise of the interviewee was acknowledged and the
interviews used as a tool to explore conjointly the reform agenda, with the findings
presented as a series of stories.
The review also demonstrated the paucity ofnursing research on clinical governance
and the NHS management reforms. Whilst this can be explained by the
comparatively early stage of the development of the agenda, widening the review to
include nursing research related to NHS management reforms (1983-1997),
identified few additional studies. The inclusion of Strong and Robinson's (1990)
study, on the basis of the significant focus on the nursing profession, did little to
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strengthen the field of nursing research. It is also evident that the studies reviewed
were conducted in response to significant policy led reforms ofNHS management.
This lack of research represents a significant weakness, with little evidence of a
developing discipline of organisational and policy research by nurse researchers, and
therefore confirms the findings ofRafferty (1992) and West and Scott (2000).
It is however possible to make the following observations regarding the strengths and
weaknesses of current research studies. Firstly, the majority of studies adopted an
organisation wide research focus, thereby providing for consideration of complex
organisational settings and including a range of staff in the research process
(Glennerster and Owens, 1986, 1987; Strong and Robinson, 1990; Traynor, 1996).
These studies were, in the main, primarily concerned with the managerial tier of the
organisations considered and consequently the inclusion of clinical nursing staffwas
infrequent. Savage and Moore's (2004), presents an obvious exception to this and,
importantly, considers the influence of other members of the multi-disciplinary team.
This was however an exploratory study and lacked an in-depth analysis of staff
interaction. Secondly, policy research has been described as being either "of' or
"for" policy (Flynn, 2002, p. 156) and it is evident that the majority of studies were
"of' policy, considering the effects of policy developments. An exception to this was
provided by Glennerster et al. (1986) and Glennerster and Owens (1987), with this
study appearing to present a "for" policy examination. Finally, with regards to
methodological and theoretical considerations the studies drew primarily upon
qualitative methods, including in-depth interviews, questionnaires, observation and
vignettes and with little use of quantitative data. The studies were mostly exploratory
and concerned with generating ideas, providing little evidence of the use of
theoretical models drawn from policy studies, nursing or organisational research.
Traynor provides a notable exception through use of postmodern theories and a
deconstructive approach.
In conclusion, whilst the development of new accountability arrangements is a
primary goal in the clinical governance agenda, this concept has received little
treatment in the literature and research, with the notable exception ofDewar (1999,
2000) and Savage and Moore (2004). To understand the implications of corporate
accountability for clinical quality and the nursing profession, accountability needs to
be considered against the wider context of the nursing profession and organisational
control.
Following from this, the next chapter will examine some of the writings and
theoretical perspectives used to study the concept of accountability and discuss their




Whilst the concept of accountability occupies a central position in the clinical
governance agenda, the incomplete and contingent nature of this concept has also
been acknowledged (Dewar, 1999, 2000). To identify a theoretical perspective for
the study, this chapter considers the treatment of accountability across a range of
literature representing the nursing profession, organisation control and management.
It has been suggested that more accountability is self evidently a good thing (Jacobs,
2004) and it is apparent that accountability has over the past two decades formed an
increasingly explicit text in government policy, professional, and management
agendas (Munro, 1996; Czarniawska, 1997; DoH, 1998; Tilley and Watson, 2004).
However, accountability is evidently a problematic concept, with descriptions
ranging from "a cherished concept, sought after but elusive" (Sinclair, 1995, p. 219)
to "hydra-headed" (Watson, 1995a, p. 2) and "Janus-faced" (Tilley, 1995, p. 124).
This difficulty notwithstanding, the introduction of clinical governance caused a
resurgence of interest in the concept of accountability among policy analysts, health
professionals and managers (Klein, 1998; Baker et al., 1999; Dewar, 1999, 2000;
Allen, 2000), although the response in the nursing literature has been limited (Tilley
and Watson, 2004; Savage and Moore, 2004).
Consideration of the literature identified various concerns associated with defining
terms, the impact of new accountability arrangements within organisations, the
centrality of accountability processes in social interaction and the construction of the
self in particular involving narrative processes. The literature presents and explores
these with reference to theories propounded by analysts including Garfinkel (1967),
Foucault (1977), Habermas (1971, 1987), Maclntyre (1985, 1988) and Bruner (1986,
1990).
2.1 Defining and conceptualising accountability
A central feature particularly in the nursing literature is a concern with defining the
concept of accountability, identifying related concepts and classifying the
relationship between the uses of these terms. This section reviews that literature
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concerned with defining accountability, beginning with the nursing profession's use
of taxonomies and codes ofprofessional conduct. Although, this literature is
evidently at an early stage of theoretical development, it is nevertheless important for
identifying the strands of concern to the profession. This section then turns to
consideration of the processes involved in the construction of accountability by Chief
Executive Officers (CEO) in the Australian public sector, in which accountability is
presented as a contingent and ever changing concept (Sinclair, 1995).
2.1.1 Nursing accountability
The centrality of accountability in discussions related to the professional agenda of
the nursing profession has been acknowledged (Watson, 1995, 2004; Jacobs, 2004),
which makes the comparative absence of theoretical analysis of the concept
somewhat surprising (Savage and Moore, 2004). The intention of this section is not
to review all aspects of this literature, but rather to focus on approaches to defining
and conceptualising accountability as represented within the nursing literature.
Amongst the means identified were three recurrent themes: use of taxonomies of
related terms to categorise accountability; identification of accountability due to
"referent others" (Lewis and Batey, 1982, p. 10); and finally, reference to the codes
ofprofessional conduct. The literature also includes reference to the changing nature
of the professional accountability of the nursing profession and the impact of
management reforms.
In the nursing literature accountability is frequently defined by referring to other
concepts, with responsibility, authority and autonomy amongst the most frequently
discussed (Batey and Lewis, 1982; Lewis and Batey, 1982; Duff, 1995; Tilley, 1995,
2004; Savage and Moore, 2004). Each of these terms invited extensive treatment,
with Tingle noting that whilst the attempt to define accountability is a tautological
exercise it is nevertheless useful (Tingle, 2004). A cautionary note is also raised by
Day and Klein (1987), in their research into public sector accountability, against
confining the analysis in a "mechanistic, verbal strait jacket", or of implying by the:
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choice of words used that the effectiveness of a system of
accountability can be evaluated in terms of the appropriate
connections being made (Day and Klein, 1987, p. 29).
An influential exposition of this approach to examining nursing accountability
provided by Batey and Lewis (1982) and Lewis and Batey (1982), remains a primary
reference for the nursing literature (Duff, 1995; Savage and Moore, 2004; Griffith
and Tengnah, 2005). Batey and Lewis (1982) and Lewis and Batey (1982) present a
predominantly structural account, constructed from closely argued and defined terms
and with the inter-relationship between these carefully delineated. This provides a
useful exemplar of a means of conceptualising nursing accountability, concerned
with enabling the development ofworking arrangements which it is argued will
foster the development of autonomy and accountability. The authors add that "clarity
ofposition is essential to establishing the appropriate domains ofprofessional type
nursing" (Batey and Lewis, 1982, p. 14).
Their definition of accountability was developed following an extensive literature
review and a series of interviews conducted with the directors ofnursing of 12 small
hospitals in the United States ofAmerica. The authors used these sources to develop
a hierarchy of terms, including responsibility, authority and autonomy, with each
term defined from a structural rather than attitudinal perspective. Accordingly,
responsibility is defined as "a charge for which one is answerable" (Batey and Lewis,
1982, p. 14), authority as the "rightful (legitimate) power to fulfill a charge" (1982,
p. 14) and autonomy as the "freedom to make discretionary and binding decisions
consistent with one's scope ofpractice and freedom to act on those decisions" (1982,
p. 15). These definitions provide the foundation and necessary preconditions for the
definition of accountability as:
the fulfillment of a formal obligation to disclose to referent
others the purposes, principles, procedures, relationships,
results, income, and expenditures for which one has authority
(Lewis and Batey, 1982, p. 10).
Interestingly this approach, whilst deriving its authority from the use of external
sources of evidence and also from locating itself in an organisational structure,
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largely ignored the influence that some organisational structures and the agents
within the system have on the development ofnursing accountability. Thus, Jacobs
(2004), condemns Batey and Lewis for their uneven analysis and failure to engage
with the literature on organisations and the issue of the power of other groups within
the health care setting. Batey and Lewis have evidently failed to consider the
implications of the organisational structure for the members of the nursing profession
in terms of enacting nursing accountability although, ironically, their empirical
evidence provided examples of the influence of other groups on the profession.
Considerable confusion is illustrated by Batey and Lewis' treatment of accountability
and power as is apparent from their statements that "it is fallacious reasoning to
equate accountability with recourse and sanctions" (Lewis and Batey, 1982, p. 12),
whilst, noting a page later that:
Accountability could, if deviously used, provide information
to support containment and tight control over nursing service
goals and functions. By making nursing's purposes,
processes and outcomes visible, nursing places referent
others with knowledge of such detail in powerful positions
(Lewis and Batey, 1982, p. 13).
The second approach to examining accountability is the identification of the forms of
accountability due by members of the nursing profession to "referent others" (Lewis
and Batey, 1982, p. 10), with Tingle providing an extensive list including colleagues,
patients, profession, employers, management and the law. Mander (2004) describes a
hierarchy in which four forms of accountability are held by midwives: institutional,
to the woman, personal and professional. Of these, personal accountability is equated
with the highest order and organisational with the lowest form of accountability,
although it also noted that:
The lower order forms of accountability, such as the
organisational form, may have more easily apparent
consequences in terms of the potential for disciplinary action
and implications for employment (Mander, 2004, p. 138).
56
Difficulties are also noted by some analysts in balancing these various
accountabilities (Jacobs, 2004; Tilley, 2004), as represented by Duffs (1995) attempt
to clarify the relationship between professional and organisational approaches to the
use of quality assurance systems. It is with these difficulties in mind that Batey and
Lewis (1982) and Lewis and Batey (1982) attempt to present and clarify the nature of
nursing accountability.
The impact of the introduction of clinical governance and increasing use ofEBP on
organisational and professional accountability, are also treated by a number of
analysts (Jacobs, 2004; Tilley, 2004; Mander, 2004). For Mander this is exemplified
by the emphasis the clinical governance agenda places on the use of clinical audit
and EBP, which is viewed as a downgrading ofprofessional knowledge to that of
mere numbers. In consequence, it is stated that the human knowledge "such as
intuition, occupational experience, personal knowledge and gut feeling, may be no
longer be permitted to feature in the repertoire of the accountable practitioner" (2004,
p. 141).
Tilley's (1995) study, set in the context ofmental health nursing, presents an
alternative approach to the conceptualisation of accountability, by drawing upon an
interpretivist approach in which accounts are also considered as part of establishing
and consolidating the nursing role. In a continuation of this study Tilley (2004)
presents an examination of the impact of the NHS management reforms and the
clinical governance agenda on the nursing profession. By using an analytical
framework in which accounts, accounting and accountability are treated as a series of
working words, the inter-relationship between knowledge, power and moral order are
explored. Thus accountability becomes framed in a professional, organisational and
institutional structure, which moves these words beyond an unproblematic giving and
receiving of accounts to consideration of the:
wider debates and struggles over what constitutes a legitimate
account, a legitimate system of accounting, and
accountability (Tilley, 1995, p. 129).
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Accordingly, accounts are discursive events "which interpret the situation and order
action within it" (Tilley, 2004, p. 160); accounting is the explaining and assigning of
responsibility for action in terms of systems and processes; and, finally, the concept
of accountability refers to the obligation to participate in processes of accounting.
Interestingly, the reflexive and interpretive processes associated with clinical
governance are also presented with the statement that "we shape the society in the
context ofwhich we consider accountability and clinical governance, and are shaped
by if' (Tilley, 2004, p. 158).
Tilley identifies significant changes in the nursing account resulting from the
development of clinical governance including within this the accountability due to
managers, resultant from the joining of resource and quality related matters under a
single agenda. The reshaping ofmental health nursing practice arising from the use
ofEBP is also considered. Tilley describes this as giving rise to the development of a
"highly role-bound accountability" (2004, p. 162) for "deliverable interventions"
with, it is suggested, a reduction in the ability of nurses to meet their professional
remit in delivering person centred care. Thus the developing use ofmedical discourse
is identified, with:
'Clinical', 'performance', 'standards', 'making accountable',
'individuals' are ingredients in a modernist recipe, with the
key term 'accountability' [...] Thus, 'hidden' in the policy
announcing clinical governance was a more powerful form of
professional accountability grounded in the voice ofmedicine
(Tilley, 2004, p. 165).
Tilley (2004) also locates the current code of conduct for the nursing profession in
these developments, being concerned with the escalation of a top down discourse of
evidence based care and with the increasingly powerful voice of the medical
profession (NMC, 2002, 6.5). The nursing profession has a long history of defining
codes ofprofessional conduct both internationally (Tschudin, 1992, 2003; Pattison,
2001), and nationally with successive codes being published by the UKCC and NMC
(UKCC, 1992; NMC, 2002, 2004). The most recent version of the code contains:
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standards for conduct, performance and ethics for the
professions. It is the key tool to enable public protection by
ensuring that all registrants are supported to provide expert
and safe care to patients (NMC, 2005, p. 1).
Accordingly, being accountable is defined as being "responsible for something or to
someone" (NMC, 2002, glossary), with the code setting out the scope of this
accountability as including relationships, skills, knowledge, and competence. The
summary statement indicates that the basis for all of this lies in personal
accountability:
As a registered nurse, midwife or specialist community
public health nurse, you are personally accountable for your
practice (NMC, 2004, p. 3).
A critical but limited debate has been associated with the development of the
professional codes (Hunt, 1991; Tilley, 2004). A stronger critique of these
developments is provided by Pattison (2001), in a study focused on the UKCC Code
ofprofessional conduct (UKCC, 1992), who questions whether or not professional
codes of conduct have an identifiable ethical base. This particular article is based on
an earlier version of the code but is interesting for evidencing an approach concerned
with the promotion of debate and discussion of such documents. Pattison offers a
view of codes of conduct as systems which enable the promotion of dialogue and
discussion, relating in particular to the complex ethical issues arising in health care.
In the context of this overview Pattison describes the UKCC code as embodying
terminological inexactitudes, confusion, an arbitrary selection of values, a lack of
ethical guidance and the exclusion of everyday ordinary moral experience. Pattison
also questions the failure of the authors of the code to identify themselves, or to
explain their reasons for choosing particular moral principles. The use of an
imperative tone throughout the UKCC code, it is argued, indicates a failure of the
nursing profession to promote a culture of learning and questioning, with Pattison
asserting that this code is:
wholly undialogical; there is no process of internal
questioning in it, nor does it pose useful questions that may
be susceptible to a number of different ethical responses from
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practitioners. It requires and models obedience rather than
thought (Pattison, 2001, p. 14).
This section has identified various approaches to defining nursing accountability and,
although this provides examples ofpractical theorising essential to both praxis and
theories ofpractice (Llewellyn, 2003); these are evidently not unproblematic
exercises. The literature has presented gaps in the conceptualising of the nursing
account (Pattison, 2001; Jacobs, 2004; Tilley, 2004), concerns related to power and
control arising from opening the profession to external scrutiny (Lewis and Batey,
1982), and uncertainty regarding the ethical and moral foundations of the codes
(Pattison, 2001). Despite these problems the literature demonstrates a degree of
interest in, and evolution of, this debate and of this being extended to the clinical
governance agenda (Jacobs, 2004; Tilley, 2004; Mander, 2004). The following
section looks more closely at the construction of accountability by senior managers
working in the Australian public sector.
2.1.2 Structural and personal accountability
Sinclair's study, of accountability in the public sector, arose in response to the
development ofmanagerial systems, stressing the increasing use of "objective and
scientific connotations of accounting methodologies" (Sinclair, 1995, p. 221) and the
specification and measurement of outcomes, performance and objectives. A study of
15 Chief Executive Officers (CEO) working in the Australian public sector was used
to examine the complexity of accountability in practice; with Sinclair choosing to
explore the conceptualisation of accountability by managers rather than examining
the use of accounting methods and technologies. The focus of the study was an
examination of the linguistic and interactive creation of the meaning of
accountability by actors, rather than seeking to identify "real" forms of
accountability. From this perspective, the various forms of accountability are always
enmeshed in differing ideologies and language and capable of representing multiple
meanings. Here, accountability is defined as a relationship in which people are
required to explain and take responsibility for action. However, as Sinclair notes
somewhat ironically, accountability is rarely this simple as it is constantly shaped by
the surrounding social norms, ideologies and language, and resides:
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in a 'bottomless swamp', where the more definitive we
attempt to render the concept, the more murky it becomes.
Like power, accountability can be understood as something a
person is or feels (a personal attribute or affect), something a
person has been granted (an obligation bestowed or part of a
job contract), something a person exchanges for authority (a
property of a relationship), a more abstract and impersonal
property of an authority structure, or an artefact of scrutiny
(Sinclair, 1995, p. 221).
From these interviews Sinclair identified five forms of accountability used in the
CEOs' narratives: political, managerial, public, professional and personal. These are
presented through the use of two contrasting discourses which Sinclair terms
structural and personal. The structural discourse presents accountability as abstract,
detached and rational; an unproblematic process capable ofbeing delivered
independently ofpersonalities and organisational politics. The personal discourse
refers to confidential and anecdotal information in which accountability is presented
as ambiguous and concerned with the risk ofpersonal failure.
Sinclair presents and discusses the five constructions of accountability related to the
personal and structural discourses. Of these, managerial and professional
accountability are reviewed in this section. First, according to the structural
discourse, managerial accountability is associated with contracts and hard outputs,
whilst in the personal discourse this accountability refers to risk factors. Second,
professional accountability is described as a sense of duty and membership of a
privileged group which values expertise and integrity; in the structural discourse this
is viewed as unproblematic and simple to assert, although the CEOs expressed
concerns related to dealing with other professionals. In the personal discourse of
professional accountability this was expressed in terms of fidelity to values which are
perceived to be particularly powerful and binding:
such as respect for human dignity and acting in a manner that
accepts responsibility for affecting the lives of others [...]. It
rests on the belief that ultimately accountability is driven by
adherence to internalised moral and ethical values. Because it
is enforced by psychological, rather than external, controls
(Sinclair, 1995, p. 230).
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Importantly, Sinclair identifies the ability ofmanagers to hold varying
accountabilities simultaneously, arguing that the chameleon nature of accountability
be recognised and the continual processes of reconstruction it undergoes in response
to the varying ideologies and backgrounds of individuals. Overall, the research
indicates the need to consider accountability as being concerned with subjective,
linguistic, interactive and political processes.
The strengths of this study include the identification of accountability as
"subjectively constructed" and changing with context (Sinclair, 1995, p. 219), and of
the ability ofmanagers to hold and mediate between varying accountabilities through
use of structural and personal discourses. This suggests that it is not just external
power and calculative methods that drive the form of accountability but also the
power of recounting on the part ofmanagers who offer:
'competing, potentially contradictory ways of giving meaning
to the world' [...] they are, for CEOs, an essential device in
the process of actively constructing and renegotiating their
accountability (Sinclair, 1995, pp. 233-234).
2.2 Accountability and organisational control
The increasing reliance on the use of accountability systems across public and
private sector organisations has been matched by the critique of these developments
in accountability arrangements. This section considers the seminal analysis by Power
(1997) of the increasing reliance on audit systems, Annandale's (1996) study of the
impact of risk management on nursing and finally, consideration of two studies
examining the effect of accountability systems on staffwithin organisations (Roberts,
1991, 1996; Lindkvist and Llewellyn, 2003). A significant feature of these studies is
the breadth of theoretical perspectives which are drawn upon.
2.2.1 Audit, accountability and risk management
Power (1997) presents an analysis of the widespread use of audit systems across all
organisational settings which have resulted from changes in governance and:
attempts to re-order the collective and individual selves that
make up organizational life (Power, 1997, p. 42).
62
Power links these changes in governance and control with the three programmes:
NPM; changes in regulatory style which draw from internal and external audit
systems; and finally, the development of quality management, new markets and
professional opportunities in assurance services. These developments are viewed as
having given rise to an increasing concern with organisational control and with
making individuals and organisations accountable. The study does not examine audit
methods in detail but rather is concerned with their increasing use across
organisational and institutional settings. It includes a review of the introduction of
medical and clinical audit, this aspect enabling consideration of the complex
interaction between professional and managerial knowledge, systems and goals.
The basis ofPower's approach to accountability is that the giving and monitoring of
accounts related to us and to our actions, forms an integral part of acting as a rational
individual and provides the fabric ofnormal human behaviour. Consequently
accountability is viewed as having its basis in normality, with the explicit checking
of accounts only occurring in those circumstances where distrust or concerns have
arisen. It is this situation ofnormality which Power describes as having been
transformed by recent societal and managerial developments and, specifically, as
underpinning the development of an "[a]udit society" (Power, 1997, p. xv). Here the
audit society is characterised by the increasing attention placed on an ever growing
variety of audit systems and processes. Power draws the theoretical explanation of
these developments from Rose andMiller's (1992) work in which a distinction is
drawn between programmatic and technological elements of practice. By drawing a
distinction between these two aspects, Power identifies the programmatic with the:
level at which audit practices are demanded by regulatory
systems. It is the level at which a certain abstract ideal of
what auditing is intended to achieve subsists in policy
discourse, a vagueness which allows the idea to percolate into
different policy arenas and to become attached to different
policy goals (Power, 1997, p. 6).
Contrasted with the programmatic level are the technological elements. These are
associated with audit programmes and characterised by the use of technologies or
concrete tasks including those of sampling and analysis. Power argues that it is the
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vagueness of the concept of audit at the programmatic level which explains the
proliferation of audit systems throughout the public and private sectors. In this
perspective the audit model, whilst characterised by the use of technical skills, is also
viewed as a set of seemingly neutral and portable practices applicable across a
breadth of organisational levels and settings. Audit processes are therefore used to
prove the legitimacy of individual and organisational performance, as a means of
problem solving and also by the government to monitor organisational performance.
In consequence the use of audit approaches are evident at all organisational levels
including those of individual practice, departmental systems and ultimately as
forming the basis ofwhat is described as the "control of control" (Power, 1997, p.
xviii). In this last formulation, Power refers to those instances where management
processes have become auditable objects and available for consideration by external
organisations, an approach evident in the NHS with the creation of external agencies
for quality improvement including the CSBS and CHI.
The analysis includes an examination of the development ofmedical and clinical
audit, which are presented as an example of the gradual transformation of a voluntary
process into a management priority; a process which involves the creation of the
"hybrid doctor-managers" (Power, 1997, p. 107). It is argued that in those instances
in health care where effectiveness is hard to describe and define, a systems based
approach to auditing can be introduced. These audit processes in turn are viewed as
supporting the development of "abstract managerial values at the expense of other
cultures ofperformance evaluation" (Power, 1997, p. 13) and can therefore result in
the combination of clinical and managerial knowledge. This lack of clarity
concerning both the object and goal ofmedical audit processes allow "it to express
clinical and managerial aspirations simultaneously, aspirations which are themselves
blurred" (Power, 1997, p. 108). It is argued that the audit processes arising from
these arrangements can be viewed as more concerned with prioritising those areas
which can be audited in terms of efficiency and economy. Importantly, Power argues
that this also provides a conception ofperformance evaluation in terms of cost
effectiveness which:
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overcomes the problems of an evaluation community whose
epistemology is constructivist, and therefore less useful for
policy purposes (Power, 1997, p. 118).
The programmatic value of audit is for Power, located in the operationalising of
accountability associated with the relationship between principals and agents.
Significantly, this relationship is identified as being based on a "legitimate
reciprocity" (Power, 1997, p. 134) between principles and agents and without which
auditing would be a one-way surveillance. Thus it is argued that:
What makes auditing auditing is the legitimate requirement
for one party to give an account of those actions relevant to
its relation to another party (Power, 1997, p. 134).
Despite the centrality of legitimacy to constructing and agreeing accounts, this
remains a complex process due to constraints arising from institutional and
organisational factors. The concept of legitimacy has been analysed comprehensively
by Sucbman (1995), who argues that despite the widespread use of the concept,
legitimacy has received little scholarly attention resulting in fragile conceptual and
theoretical moorings in both institutional and strategic literatures. Suchman explains
the concept in terms of the "normative and cognitive forces that constrain, construct,
and empower organizational actors" (Suchman, 1995, p. 571). Accordingly
legitimacy is defined as socially constructed, with evaluative and cognitive
dimensions, and based on a:
generalized perception or assumption that the actions of an
entity are desirable, proper, or appropriate within some
socially constructed system of norms, values, beliefs, and
definitions (Suchman, 1995, p. 574)
Drawing from Meyer and Rowan (1977), Suchman identifies how legitimacy is
actively sought by organisations, and how organisations that "lack acceptable
legitimated accounts of their activities [...] are more vulnerable to claims that they
are negligent, irrational or unnecessary" (Suchman, 1995, p. 575). Furthermore,
Suchman identifies three types of legitimacy within organisational settings, terming
these pragmatic, moral and cognitive legitimacy. The pragmatic form is concerned
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with the "self-interested calculations of an organization's most immediate audiences"
(Suchman, 1995, p. 578); moral legitimacy refers to the normative evaluation of an
organisation; and, finally, cognitive legitimacy is described as comprehensibility or
taken-for-grantedness. Thereafter, Suchman details a range of strategies available for
use by managers to gain, maintain and repair organisational legitimacy.
Power (1997), drawing from a broadly constructivist and institutional argument also
considers the problematic associated with organisational legitimacy, and in particular
with reference to audit processes. Thus he discusses the anomalous situation that may
arise when audit results based on technically incorrect information, retain legitimacy
within an organisation. This, it is argued, arises from the ability of audit processes to
hold together diverse aspects of an organisation and to provide a window on
organisational activities. Power reviews these circumstances with reference to Meyer
and Rowan's (1977) seminal article on the role of institutional myths in the
development of formal organisational structures. Meyer and Rowan describe
institutionalisation as occurring when social processes and obligations take on a rule¬
like structure and are accepted as facts. These rules are described as "myths" or:
manifestations of powerful institutional rules which function
as highly rationalized myths that are binding on particular
organizations (Meyer and Rowan, 1977, p. 343).
The "dramatic enactments" of these myths are described as pervading all aspects of
modern societies (Meyer and Rowan, 1977, p. 346), providing the building blocks
from which formal organisations are constructed and are subsequently accepted by
social actors as facts. These myths are identified with the proliferation of formal
organisations in society having provided a means whereby organisations can gain
legitimacy, resources and enhanced prospects. However, despite the impetus for
organisational development, problems are identified as arising from the interaction
between organisational and institutional requirements. Amongst these are difficulties
associated with the requirement for institutional evaluation. Thus systems of
evaluation driven by external institutional requirements may potentiate problems
related to the technical efficiency of organisational systems. Meyer and Rowan argue
that the inappropriate use of evaluation systems and inspection "can uncover events
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and deviations that undermine legitimacy" (Meyer and Rowan, 1977, p. 359).
Drawing from this argument Power adds that external evaluation can act as a:
destabilizing and deligitimizing activity that organizations
will wish to buffer from their core activities (Power, 1997, p.
96).
In answer to this potential problem Meyer and Rowan identify the use of
"decoupling", an organisational strategy which protects formal organisational
structures from evaluation on the basis ofperformance. They also add that in so
doing "institutionalized organizations minimize and ceremonialize inspection and
evaluation' (Meyer and Rowan, 1977, p. 359). Thus organisations are viewed as
ensuring that:
inspection, evaluation, and control of activities are
minimized, and coordination, interdependence, and mutual
adjustments among structural units are handled informally
(Meyer and Rowan, 1977, p. 357).
This enables managers and external stakeholders to assume that formal
organisational structures are working, by buffering them from the identification of
anomalies and inconsistencies within technical operations. Power identifies audit
departments as creating buffering zones between organisational systems and
institutional requirements. Accordingly, Power notes, audit programmes can be
viewed as rituals of inspection, producing comfort and organisational legitimacy
even though this may be more concerned with "auditable form rather than substance"
(Power, 1997, p. 96). Although noting that Meyer and Rowan's thesis can only be
substantiated empirically, he also adds that a:
prima facie sign of decoupling is the creation or enhancement
of organizational sub-units explicitly to manage the external
audit process (audit committee, internal auditors, audit
officers) (Power, 1997, p. 96).
By applying this concept of decoupling to the analysis of auditing in three
organisational contexts, including health care, Power identifies a form of "inverse
decoupling" as having resulted from the implementation ofmedical audit. Thus the
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external requirement for evaluation is described as having been transformed by the
medical profession into an internal process, and the processes and outcomes made
invisible to external agencies, "other than by assertions that audit has taken place"
(Power, 1997, p. 106). These findings are similar to those ofKerrison et al. (1993,
1994).
Finally, Power adds a cautionary note regarding the operationalisation of
accountability arrangements through audit processes which may in some instances
become an organisational ritual concerned with a "dramaturgical performance"
(Power, 1997, p. 141). He states that the development of this upward accountability
within organisations does not necessarily result in improvement or better
accountability and may, in fact, result in systems which are more concerned with
providing evidence on paper rather than improving communication and dialogue.
A view of organisational control and accountability, at the level of individual
practice, is presented by Annandale's (1996) depiction of the effect of the risk
society on the nursing profession and the changes in accountability associated with
the development of patient consumerism. In this view the boundaries of
accountability and individual responsibility are shown as being in a state of continual
flux. The theoretical basis for this study is drawn from Lash's (1994) risk society and
depicts nurses in the acute sector who, as a result of the publication of the Patient's
Charter (DoH, 1991), are called to account by health care consumers. This in turn led
to the development of defensive regimes by the health care teams and an increasing
use of various forms of vigilance, including the surveillance of other staff and a
reliance on the production of documentary evidence.
Annandale argues that the emergence of this view of patients as risk generators has
undermined the development of "new nursing", an approach based on the creation of
partnerships with patients. Consequently, nurses were portrayed as trying to second
guess potential risks and creating systems to control them. This resulted in an
increased reliance on documentary evidence and partnerships with other staff who, in
their turn, were also viewed as risk generators. Thus nurses were depicted as
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reflexive actors, constantly involved with processes ofmonitoring themselves and
others. They are also described as thinking of accountability all the time and of
referring to concerns about litigation and other risks, although interestingly few staff
were found to have been involved in patient complaints. Whilst changes in
accountability were said to be causing a high degree of stress for the staff this was
perhaps more apparent than real, with nurses covering themselves through the
writing of extensive accounts of the patient care provided. Annandale describes this
use of documentation, whilst intended to provide increased security and protection,
as a colonisation of the future. Problems were also identified as arising from the fact
that, whilst accountability is identified as an aspect of the professionalising agenda of
nursing, there is now a seeming:
coherence between nursing and midwifery's own long¬
standing push for autonomy and individual accountability,
and the strong emphasis that management now places on
individual responsibility (Annandale, 1996, p. 448).
It is argued, however, that the loss of line management responsibility and associated
exclusion ofmembers of the nursing profession from channels of communication,
knowledge and power, may result in nurses and midwives turning to:
defensive practices that are not in the interest of good patient
care in an attempt to create a tract of security and to close-off
personal risk (Annandale, 1996, p. 449).
2.2.2 Individualising and socialising accountability
An influential approach to studying accountability in organisations is presented by
Roberts (1991, 1996), in which accountability is considered as a set of
institutionalised social practices, alongside the consequences arising from systems of
accountability. These systems are described as:
a form of social relation which reflects symbolically upon the
practical interdependence of action: an interdependence that
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These studies arose from Roberts' concern that the forms of accountability used by
organisations, which he identified respectively as individualising and socialising
forms, were causing an artificial divide between the strategic and moral concerns,
pushing ethical issues to the periphery of organisations. Roberts presents a story of
the twists and turns of these two forms of accountability, drawing upon theories
proposed by Foucault (1977) and Habermas (1971, 1987) to explore the artificial
divide between these and of the potentially destructive consequences for staff.
Of these two forms of interdependent accountability, individualising accountability is
presented as the most powerful and legitimate instrument for making action visible
whilst, paradoxically, remaining comparatively invisible to staff. In this form,
disciplinary power is exerted through various technologies which are explained with
reference to Foucaulf s (1977) thesis of the disciplinary society. Accordingly,
discipline is enabled by the creation of accounting technologies, strategies,
techniques and procedures which translate and enact aspects of government policy
and also establish lines ofvisibility. These forms of control are described as
pervasive in all aspects of life although, according to Roberts, they are notably
evident in the work context associated with the use of accounting systems.
Accordingly, audit approaches and accounting systems are described as gaining their
power through the use of quasi-scientific or accounting techniques. These are said to
imitate scientific methods by presenting findings as objective neutral facts, and to
develop lines of visibility related to organisational and individual activities.
Roberts argues that the use of individualising forms of accountability constitute
individuals through the use of these technologies ofpower, resulting in the
development of people in the work environment who are self-absorbed,
concentrating only on performance requirements and concerned with monitoring the
demands of others. This hierarchical accountability also draws upon Foucaulf s
(1977) depiction of disciplinary power to portray individuals within organisations as
economic units, isolated from each other and working in compartmentalised
organisational spaces. Individualising accountability is also said to give rise to
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calculating and hierarchical relationships between individuals, based on processes of
continuous comparison and competition.
Roberts also identifies a contrasting form of accountability as existing within
organisations. He describes this socialising accountability with reference to
Habermas' (1971) distinction between work as rational purposeful action and
interaction as communicative action, governed by reciprocal expectations and
consensual norms. It is proposed that socialising accountability occurs within the
informal spaces in organisations, for instance coffee rooms, where individuals are
able to talk to each other without being characterised by their role or function. This
enables individuals to seek to make sense and agree meanings with a:
relative absence of asymmetries of power, and a context for
the face-to-face negotiation of the significance of
organizational events (Roberts, 1991, p. 362).
Having drawn a sharp distinction between these two forms of accountability Roberts
(1996), in a continuation ofhis thesis, argues for a more inclusive concept of
accountability which is capable of recognising that:
All accountability has the effect of acknowledging self, and
focusing attention within the stream of experience. Different
forms of accountability however, build very different senses
of self and our relation to others (Roberts, 1991, p. 363).
Therefore a dialogical form of accountability is added to the thesis, a development
explained by reference to new forms of organisational technology. These are
described as including organisational learning, empowerment, culture management
and as extending "technical rationality into the domain of the 'affective'" (Roberts,
1996, p. 53). In proposing the use of dialogue, Roberts' intention is to provide a
means of overcoming the divide by enabling the free flow of information between
staff, leveling social processes and removing those barriers created by hierarchy and
power asymmetries.
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Although there are evident problems with Roberts'(1991) thesis, including the
restricted view of the socialising forms of accountability as only occurring in the
informal spaces within organisations, this study is nevertheless interesting for the
exploration of the potentially damaging effects arising from formal accountability
systems. A number of critiques of this approach have been presented including that
by Lindkvist and Llewellyn (2003) who, whilst recognising the importance of
Roberts' study, argue that organisations do not fall neatly into the two sections
represented by individualising and socialising accountability. They also suggest that,
to some extent, Roberts' model serves to demonise accountability and to portray
organisations as the instrumental systems that result in the suppression ofmoral
debate. The authors also suggest that this top down model ignores the ability of
people in organisational settings to act and make decisions. This has the potential to
result in situations where everyone has procedural accountabilities, but no one is
responsible for the wider consequences.
Lindkvist and Llewellyn (2003) propose that the imbalance in Roberts' model be
addressed by use of the term responsibility, suggesting a model capable of
recognising the interplay between formal and informal accountability systems and of
enabling recognition of the importance of individual agency and responsibility. This
approach is ofparticular note given the identified concern with rebalancing the
accountability processes through the inclusion of responsibility, a factor evident in
nursing definitions of accountability (Batey and Lewis, 1982; Melia, 1995).
Lindkvist and Llewellyn argue that the inclusion of responsibility will enable
recognition of the moral consequences of actions and of the effects which may occur
over a longer span of time. The authors suggest that they are building on the capacity
of individuals to relate consciously to situations, use discretion in decision making,
consider individual and group responsibility for actions and to build consensus and
trust between team members. Significantly, they oppose a Foucauldian reading of
individuals in organisations as subjugated, presenting them instead as capable of
acting in reflective ways and of using a range of interpretive skills with the
construction ofmeaning through interpretation, presented as a "skilled personal
accomplishment" (Lindkvist and Llewellyn, 2003, p. 257). Building upon the
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Habermasian dichotomy between work and interaction, individuals are viewed as
reflexive actors with both individual and communal responsibilities, and engaged in
"thinking accountability" (Lindkvist and Llewellyn, 2003, p. 269). Thus the authors
describe their model as building upon personal accountability by linking individual
history and experience with responsibility for decision making:
In Habermas' terms, we can speak here of the individual
drawing on his entire lifeworld background. When the
individual 'decides' to follow his or her own conscience or
idiosyncratic reason—it is the lifeworld experience relating to
the reproduction of culture, society and personality that
provides a richly varied resource base (Lindkvist and
Llewellyn, 2003, p. 269).
2.3 Accountability as narrative interaction
The importance accorded to discursive processes and social interaction has become
increasingly evident in the accountability literature. This section explores three
studies: firstly, reviewing Willmott's (1996) description of the development of the
accountable self; secondly a study which draws from Bruner's narrative and logico-
scientific or paradigmatic modes (Boland and Schultze, 1996); and finally, the use of
narrative accounts and enacted narratives in a study of the development ofnew
accounting rules in the public sector (Czarniawska, 1996, 1997).
2.3.1 Developing accountability frameworks
Willmott (1996) presents an analysis of the social and historical context of
accountability and explores the development of the accountable self. Drawing from
Garfinkel's (1967) classic definition of accountability as social action in which:
Any setting organizes its activities to make its properties as
an organized environment of practical activities detectable,
countable, recordable, reportable, tell-a-story-about-able,
analyzable - in short accountable (Garfinkel, 1967, p. 33).
Willmott describes how the world is deemed to exist only in the ways that people
account for it and continue to account for it, by drawing from reports based on the
common sense accounts of those concerned. Thus the world and social institutions
are considered precarious unless people constantly account, and continue to account,
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for them, a factor explored by Garfinkel through a series ofbreaching experiments.
Accordingly, accountability is viewed by social theorists as being located at the
centre ofhuman interactions and the construction of social life.
Willmott provides an overview of accountability as inextricably linked with all
aspects of social interaction, with individuals positioned within varying
accountability frameworks by which they are constituted and upon which they are
able to exert some influence. Accountability acts as a universal aspect of social
relations, concerned with rendering things intelligible by the making and giving of
accounts. Individuals are depicted as giving accounts to articulate who and what they
are and to account for their experiences in the world. In so doing their experience is:
rendered accountable through the (shifting) meanings that
such categories convey or whatever categories we strive to
replace them with (Willmott, 1996, p. 24).
Individuals are also depicted as inescapably caught in a context of historically
specific and potentially contradictory accountability frameworks, which are
perceived to influence how they articulate who they are and to whom they are
accountable. These frameworks are in turn associated with differing social contexts
and systems ofpower, serving to influence what counts as acceptable between
varying frameworks. Accounting systems are therefore said to reflect the systems
and relations ofpower in which they are embedded.
Despite the existence of these frameworks, Willmott indicates that the possibility of
accountability is itself founded on the assumption that people can act autonomously.
Individuals are capable of exerting a degree of agency and control with the subject
matter for which an account is being given, always open to interpretation and
negotiation. Willmott further notes that formal systems of accountability within
organisations are also part of the social context and can be facilitated and distorted
by the surrounding moral and political relations. Thus even in those situations where
the accountability systems are perceived to be tightly defined they may still be open
to multiple interpretations. These factors are of interest to the study of the
development of clinical governance systems within the community setting.
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2.3.2 Narrative and calculative accounts
In a response to Roberts' (1991) thesis, Boland and Schultze (1996) propose a model
that is intended to recover accounting systems from the isolation of bureaucratic
accountability, by locating it within "the sense making narrative of social processes"
(Boland and Schultze, 1996, p. 62). The authors argue that Roberts' (1991) thesis
failed to recognise that narrative forms of accountability are inherent in both the
formal and informal sectors of organisations. They also add that the modes of
cognition, proposed by current forms of accountability, undervalue and often
suppress this narrative mode by building a mechanistic and hierarchical model in
which the skills and talents of individuals are homogenised, categorised and brought
into hierarchical relationships based on their relative value.
To remedy this situation, Boland and Schultze propose use ofBruner's (1986, 1990)
model of two distinctive modes of cognition, the paradigmatic and narrative; also
termed the calculative forms and story-telling. In a lucid account of the two forms,
the characteristics and processes associated with both are delineated. The
paradigmatic mode is described as being based upon an organisational principle that
creates an abstract problem space within which human experience is categorised,
classified and other techniques of compartmentalisation are used to establish control.
The individual presented in this mode is viewed as separated, segmented and
concerned with comparing and contrasting performance against a norm, a description
which resembles Roberts' (1991, 1996) individualising thesis. In this mode the
narrator is also invisible and the veracity of accounts is based upon the accumulation
of evidence.
The narrative self however is presented as an actor who is on a stage and acting out a
dramatic scene in which she/he is capable ofholding multiple characters and of
taking various paths. In the narrative mode of accountability Boland and Schultze
portray the self as a:
character that rehearses possible courses of actions and reacts
to other characters in the scene. As a character moving
through time and space, the self makes its identity known
(Boland and Schultze, 1996, p. 68).
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Thus the narrative mode uses the telling of stories to present sequences of events
located around a plot which enables identification of a beginning, middle and end.
The plausibility of the individual stories is associated with the believability of the
characters, the dialectical integration of the parts and the overall coherence of the
plot. Thus narrative cognition is a flexible process providing the opportunity for
rehearsals to explain how choices were made and to relate these to events. Neither
the paradigmatic nor narrative approaches are viewed as telling the truth, although
narrative approaches are described as useful in considering moral choices and in
developing a link between ordinary and unexpected events. Finally, the narrative
mode is anchored in the surrounding culture, with the narrator's voice and role
evident in constructing the story and the other characters.
The authors apply this model to staff communication and group discussion activities
using an IT based software programme, in order to explore "narrative forms of
accountability, visibility and the construction of the self in a concrete setting"
(Boland and Schultze, 1996, p. 72). It is suggested that the use of this system
provides the opportunity for staff to re-establish narrative communication in the
organisational context and, therefore, provides a means ofmoving Roberts'
conceptualisation of informal communication into a formal organisational
arrangement. This paper presents a useful exposition of Bruner's modes of cognition,
with the authors arguing that the approach enables identification of the use of
complex modes of thought, the exploration of exceptions and anomalies and the
introduction ofmorality into the decision making processes.
The following study considers the application of a narrative approach to the
development ofnew systems of accountability in organisational contexts.
2.3.3 Organisational accountability and enacted narratives
Czamiawska (1996) undertook research on the changes of accountability rules
resultant from management reforms in the Swedish public sector. These
developments are conceived of as resulting in a change in ethos, described as a
change in the code of conduct or accountability rules used in a particular organisation
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(Czarniawska, 1996). The specific focus of this research project was to understand
how these changes in the accountability rules were achieved, with the research
drawing from a complex array of theoretical perspectives.
The study drew upon an ethnomethodological approach, which posits accountability
as the main bond in human interactions and vital to understanding the social world
and social action (Garfmkel, 1967). However, Czarniawska identified problems in
applying this approach in situations where change was occurring, particularly in
terms of explaining changes in the 'taken-for-granted' aspects of social life.
According to Latour (1993, 1994), normality in the ethnomethodological view is
based on a tacit acceptance ofwhat is normal and therefore whilst ethnomethodology
is capable of explaining sociality, it cannot explain society. To remedy this position
Latour proposes that the existence of society can be explained through the use of
technologies. Czarniawska extends this to include the systems of accounts and in
particular the accounting rules developed and used within institutions.
To deal with the identified shortcomings in the approach advocated by
ethnomethodology, Czarniawska also drew upon a breadth of other theoretical
perspectives including those advocated by Harre and Secord (1972), Rorty (1979),
Maclntyre (1988) and Davies and Harre (1991), to provide a means of explaining
both the transformation from and conformance to normality:
Accounts, so understood, may simply refer to the structure of
normality, or they may take the structure of normality up for
scrutiny (Czarniawska, 1996, p. 309).
The research drew specifically from Maclntyre (1988), Rorty (1979) and March and
Olsen (1989) to examine those exceptional circumstances when normality is called
into question and new accounts are required, described as those circumstances where
abnormal discourse in an organisation becomes normal and the normal discourse
becomes abnormal. Thus the study examines the discursive processes used by staff to
agree and justify the new accountability rules. From this it is argued that changes in
the public sector did not arise directly from planned interventions, but rather occur
less systematically over a period of time. Notably, Czarniawska identified the logics
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underpinning the accounts used by staff to justify their actions, as taking one of two
forms: either the logic ofjustification or of appropriateness. The logic of justification
presents rational accounts, with rationality ironically described as having "premises
which all can accept (without necessarily agreeing with them), steps which all can
follow and conclusions which must all be universally accepted" (Czarniawska, 1996,
p. 310). By contrast the logic of appropriateness is based on explanations for actions
which arise from negotiation and agreement between staff and groups, at the local
level of organisations. Czamiawska also relates the logic of appropriateness to
Burke's (1969) dramatistic pentad and the congruence which can arise between act,
actor and scene.
Using these two logics Czarniawska explored the changes in the Swedish public
sector during the 1990s, from the interest in collective issues and solidarity to the
focus on individuals and concern with efficiency. The study explains the gradual
development of a new system of accounting based on the actions of individuals and
use of:
discursive process whereby selves are located in
conversations as observably and subjectively coherent
participants in jointly produced story lines (Davies and Harre,
1991, p. 48).
The stages in the development ofnew rules include the initial agreement that the old
rules were obsolete, the lack of agreement as to the form the new rules should take,
and the staff trying to promote their own view ofwhat they perceived to be crucial.
Czarniawska identified the discursive processes used by staff across the
organisations to create new accounting rules and the stages of transformation
involved in these processes. Overall, this approach provides a means of viewing the
transformation of organisational systems and accounts though the narratives of the
actors at the levels of both management and practice.
In this way individuals are viewed, not as social dupes, but as having a vested
interest in the legitimacy of the decisions and as having the ability to influence
outcomes. Czarniawska's approach is useful on a number of counts: firstly for
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providing an example of research across organisational settings, which provides a
means of representing the range of respondents involved in actively creating a new
set of accountability rules; and secondly, for the attention to the performative
characteristic ofnarratives as an enacted narrative (Maclntyre, 1985; Czamiawska,
1997, 2004a).
2.4 Summary
By outlining and examining theoretical approaches to accountability this chapter
sought to enhance the understanding of community nursing involvement in clinical
governance and the development of corporate accountability for clinical quality. The
concept of accountability was found to form a central position in the theoretical
considerations of a number of disciplines including nursing, management,
accountancy and organisational studies. Whilst a breadth of theoretical perspectives
and material has been examined, there are evident commonalities including an
interest in defining and categorising accountability and related terms (Batey and
Lewis, 1982; Sinclair, 1995; Tilley and Watson, 2004), a focus on the processes
associated with interpreting accountability (Czarniawska, 1996; Lindkvist and
Llewellyn, 2003; Tilley, 2004), and a concern with issues ofpower and control
(Roberts, 1991; Power, 1997; Jacobs, 2004). Finally, a concern was also noted in the
narrative processes associated with the construction of accounts and accountability
systems (Czarniawska, 1996, 1997; Boland and Schultze, 1996).
The chapter began by examining approaches to defining the concept of
accountability, with reference to the nursing profession (Batey and Lewis, 1982),
identification of those to whom nurses were accountable and the literature associated
with the codes ofprofessional conduct (NMC, 2002). The nursing literature was
wide ranging indicating the level of interest and complexity of this concept. The
presentations were also associated with differing clinical settings (Annandale, 1996;
Tilley, 2004; Mander, 2004) and the location of the accountability debate in the
professionalising agenda of the nursing profession (Annandale, 1996; Watson, 2004).
The literature also indicated the evident difficulties associated with balancing the
accountability due to "referent others" (Lewis and Batey, 1982, p. 10), for instance
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that due to the client or to management, with some analysts extending this debate to
discuss problems arising from the introduction of the clinical governance agenda
(Tilley, 2004). However, this literature demonstrates a lack of theoretical
development although there were notable exceptions, for example Tilley (1995,
2004). The failure to examine these concepts within an organisational context, a
factor identified by Jacobs (2004), resulted in evident contradictions in the account,
provided by Lewis and Batey (1982), related to the exposition of nursing
accountability and the power and position of other groups within health care.
A number of the studies examined the processes involved in constructing the concept
of accountability. Firstly, Sinclair (1995) used an interpretive approach to consider
the processes involved in defining accountability, examining the essentially
contingent and constructed nature of the concept and the role ofmanagers in actively
negotiating various accounts. This also formed a feature of the analysis by Power
(1997), which focused on the primacy of certain forms of accounting in society
represented by the increasing use of audit systems. This study considered the
increasing requirement for the giving of accounts , representing the changes in
normality from the situation where accounts were only given in exceptional
circumstances, to a situation where accounts are given for a range ofnormal and
abnormal occurrences.. In the study Power cogently argues that the development of
audit techniques and skills are now applicable in all situations, representing a set of
portable skills which can meet the requirements in all settings. Power also provides a
rare account in the NHS and quality management literature of the interaction
between medical audit processes and managerial systems. The effect of the change in
accountability arrangements was traced by Annandale's study of the impact of risk
management on the delivery ofnursing practice.
Next, the writings ofmanagement control and accountability were explored, and in
particular the rich vein ofwritings produced by analysts with an interest in the
potentially damaging effects of accountability systems on individuals in
organisational settings. A recurrent theme in Roberts (1991) and Lindkvist and
Llewellyn (2003) was a concern with restoring the moral balance in organisations,
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which was perceived to have been damaged by the development of accountancy
systems and accountability arrangements. The primary focus of Roberts' thesis was
on individualising and socialising forms of accountability and, whilst this work is
important for the importance placed on communication and the subsequent inclusion
of a dialogical approach, there are evident problems with the distinction drawn
between the two forms of accountability (Lindkvist and Llewellyn, 2003). Lindkvist
and Llewellyn attempted to rectify the gaps in Roberts' thesis, re-introducing the
concept of responsibility as a means ofwidening the moral base of discussions
related to accountability in organisational settings.
Finally, the review moved to consider those studies concerned with the construction
of accounts in society (Willmott, 1996), Boland and Schultze who related Bruner's
(1986, 1990) concepts of paradigmatic and narrative cognition to Roberts' (1991)
thesis. Czarniawska (1996, 1997) provided the opportunity to consider the use of
narratives across organisational settings and to consider the essentially performative
nature of these developments as an enacted narrative (Maclntyre, 1985), providing
the opportunity to consider the roles, positioning of others in the organisation and the
means used to construct new accounts. In this view the continual reconstruction of
accountability, conceived of as ethos, is presented as the new organisational
normality.
This chapter has presented the undoubted role of accounts from a number of
perspectives. Czarniawska (1996) demonstrated through the development of
accounts, how individuals and groups can change the ethos of organisations. The
nursing profession was found to use accounts to express their professional aspirations
(Watson, 2004). Organisations also used accounts to change roles and to seek to
control individuals within these contexts (Roberts, 1991, 1996; Power, 1997).
Finally, a means of giving accounts was proposed to deal with change and
contingency and to place the concern with ethics at the centre of organisations
(Lindkvist and Llewellyn, 2003). The involvement of community nurses in clinical
governance draws from the experience of the nursing profession in earlier quality
initiatives and the interaction between the managers and community nurses, as they
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develop an account of community nursing for clinical governance. This involves the
development ofnarratives. The approaches reviewed in this chapter have indicated
the changing and constructed nature of accountability within organisational settings.
As such, an approach in which accountability is viewed as an enacted narrative is
advocated for examining the construction of clinical governance by community
nurses of all grades.
Processes of accounting and development of accounts has undoubtedly become a
central issue for organisations and professions, yet there are evident issues regarding
which voice and which account. This thesis now considers the epistemological and
ontological issues associated with using a narrative approach to explore nursing





The approach chosen for this study lies within the interpretivist and social
constructionist tradition, in which human experience is viewed as subjectively
constructed through processes of talking, writing and arguing (Potter, 1996). This
study draws upon the concept of the enacted narrative (Maclntyre, 1985; Morgan,
1986) and Burke's (1968, 1969) dramatistic pentad. In using these approaches the
intention is to explore how community nurses, who are involved in enacting clinical
governance, are conceptualising the agenda and the impact that the development of
these accounts is having on both the nurses involved and the wider nursing
community.
Prior to describing the study design and research method, a brief overview is given of
the ontology and epistemology which steer and support the research process.
3.1 Epistemological and ontological underpinning of the research
This section outlines and discusses the design of the study including the
epistemological and ontological underpinning of social constructionist research,
justifying the chosen methodological approach ofnarrative analysis, and the concept
of the enacted narrative. Finally, Burke's (1968, 1969) dramatistic pentad which was
used to guide and underpin the research analysis and interpretation is presented and
examined.
3.1.1 Social constructionism
As this study is concerned with examining how nurses generate accounts within
organisational settings, an approach located within the social constructionist
paradigm is suitable for capturing the narrative processes used by the community
nursing staff. Social constructionism lies within the interpretive tradition along with
ethnography and hermeneutics, all ofwhich are described as being concerned with
the meanings and beliefs behind political and social practices (Bevir et al., 2003).
The origins of social constructionism are positioned in the work of a number of
theorists including Weber (1949), Schutz (1967) and, latterly, Berger and Luckmann
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(1967). In their seminal text on the sociology of knowledge, Berger and Luckmann
considered life as a phenomenon constructed through the processes associated with
social arrangements and practices. A useful addition to this discussion has been
provided by Potter's (1996) analysis of the social construction of facts whilst Lincoln
and Guba (2000), in a comprehensive analysis of qualitative research methods,
present this paradigm as comprising a relativist ontology, transactional epistemology
and dialectical methodology.
Typically, interpretive approaches are concerned with taking seriously the meaning
embodied in social actions and with exploring these through an examination of the
actions and language used. The knowledge produced is provisional and contrasts
with that produced by research located in the positivist tradition, which draws upon
representational epistemologies. Thus, social constructionism is concerned with
understanding human actions by considering knowledge as arising from the use of
language, rather than language being viewed as a reflection of an external reality.
Potter (1996) draws upon two metaphors namely the "mirror and the construction
yard" (Potter, 1996, p. 97), to explore these contrasting perspectives. The positivist
view is depicted as the mirror of reality, a description also treated by Rorty (1979),
whilst the social constructionist view is presented as actively constructing knowledge
through the use of language and other communicative media.
The ontology of social constructionism has inevitably attracted a degree of interest,
giving rise to discussions and debates in the literature with Potter recounting the
question posed by a positivist researcher as to whether or not a social constructionist
researcher would jump off a high tower. Potter observes there is little value in
exploring if indeed there is an external reality, proposing that discussions of the
ontological basis of social constructionism be avoided, as the world is "constituted in
one way or another as people talk it, write it and argue it" (Potter, 1996, p. 98). Potter
continues by proposing that it is more fruitful to treat the use of the construction
metaphor pragmatically. This is achieved by examining descriptions as constructions,
identifying how they are put together, the materials used and the events produced by
them.
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The primary concern of those researchers using social constructionism is, therefore,
identified with seeking to understand human actions, particularly those in which
individuals are actively engaged in forming models and constructs in order to make
sense of their experiences. This is a continuous process as new experiences require
the modification or development ofmodels to accommodate new events. Individuals
are conceived of as undertaking these activities within a societal context comprising
various shared understandings, practices, discourses and languages. Thus social
constructionism envisages a world constantly mediated by language and one that we
continually reform and modify.
The implications for the epistemic concerns of social constructionism are also
associated with the "turn to language", a development described as promoting the
reconsideration of some of the tenets ofWestern philosophy (Edley, 2001, p. 434). In
this way, language is viewed as productive, not reflective, of the world and it is
therefore impossible to see the world outside of language. Following from this,
knowledge is not conceived of as neutral and apolitical, or of existing outwith its
embodiment in human experience (Schwandt, 2000). Lincoln and Guba (2000)
describe the epistemology of social constructionism as transactional and subjectivist,
based on created findings, with Schwandt (2000) adding that it is based on an
interrelationist and expressionist construction of language. From this, language is to
be understood as a range of activities through which we express and realise particular
ways ofbeing in the world, with language described:
neither as primarily a tool for gaining knowledge of the world
as an objective process nor "as an instrument whereby we
order the things in our world, but as what allows us to have
the world we have. Language makes possible the disclosure
of the human world" (Taylor, 1995, p. ix) (in Schwandt,
2000, p. 198).
Therefore, research utilising a social constructionist epistemology requires a means
of capturing the complexity of language and narratives. It also requires consideration
of the political nature of language and knowledge construction. These factors are
discussed by Schwandt who states that a recognised assumption of a social
constructionist approach is that knowledge is not a disinterested or apolitical process,
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but permeated with embodied aspects of human experience and ideological and
political values. Following from this, two interpretations of social constructionism
are identified, termed the weak and strong versions. In the weak or moderate variant
although the researcher may reject some definitions or justifications of knowledge or
objectivity, they will "attempt to recast these notions in a different epistemological
framework and thereby preserve some way of distinguishing better or worse
interpretations" (Schwandt, 2000, p. 198). Contrasting with this, strong
constructionism is said to view different languages as being embedded in different
forms of social life and practices and it is therefore impossible to cross between
these, which Schwandt depicts as a radically sceptical and even nihilist position. A
moderate position is proposed by Czarniawska (1999) who considers that the task of
the researcher is concerned with convincing practitioners that other constructions are
possible. Thus the researcher is identified with freeing:
practitioners from the 'iron cage' - from the trap that the
world they have constructed for themselves has become for
them. By convincing them that it does not exist 'out there'
objectively and immutably, but that it is constructed by
people in a joint effort, the researcher can also persuade them
that other constructions are possible. But the decision to
change and the choice of alternatives are in the hands of
practitioners (Czarniawska, 1999, p. 9).
A similar approach is evident in Maclntyre's (1985, 1988) philosophical project
which argues for the development of an understanding of different traditions through
the use of dialectical processes or, as Schwandt states, calls for "the argumentative
resolution of competing moral claims" (2000, p. 204). The resultant connection
between the researcher and participants is described as based on an ethical
relationship, namely the notion of "being-for the Other" (Schwandt, 2000, p. 205).
Here morality rather than being identified with rule following or a view of inevitable
moral progress is described as an ethical orientation, likened to a morality of caring
in which:
The core of being-for is neither right not rights, neither the
happiness nor the good of those concerned. Its core is
responsibility (Schwandt, 2000, p. 205).
86
The evident absence of 'facts' in social constructionist research also has implications
for the researcher as this tradition is not concerned with indicating how an external
reality has or may be manipulated but, as Polkinghorne succinctly states, is more
about "exhibiting an explanation" (1988, p. 21). Social constructionists are
concerned with presenting the stages of the research process in a considered manner,
enabling others to follow the stages, choices and means used to arrive at the
interpretations presented. This process requires that the findings are built upon the
careful use ofmethods chosen to conduct and present the research (Polkinghorne,
1988; Riessman, 1993; Barry and Elmes, 1997). The choice of an empirical approach
for this study was based on the requirement to capture discursive processes, in
particular the stories related to the development of clinical governance and the means
used to construct and modify the agenda in response to community nursing and other
factors. Thus this study is concerned with focusing on methods which identify and
capture the accounts of community nurses used in the organisational setting.
3.1.2 Narrative analysis and enacted narratives
The use ofnarrative analysis acknowledges that the construction ofmeaning in the
social setting is a negotiated and never ending process and that language is subject to
the rules of discourse. The use of a narrative approach has increased across a breadth
of disciplines and settings including social sciences, the humanities, and health care
(Atkinson, 1997; Bochner, 2001; Jordens and Little, 2004). The development of
interest in narratives and narrative analysis has been traced to theorists including
Barthes (trans. 1977), Lyotard (trans. 1984) and Bruner (1986). It forms part of the
"turn to language" (Edley, 2001, p. 434), which could be described as now
developing into a "literary turn" (Czamiawska, 1997, p. 7) due to the increasing
reliance on means of analysis derived from literary theory. A frequently quoted
statement related to these developments was provided by Barthes (trans. 1977) who
identified the prevalence ofnarratives in the world. They were described as:
numberless. Narrative is first and foremost a prodigious
variety of genres, themselves, distributed amongst different
substances - as though any material were fit to receive man's
stories. Able to be carried by articulated language, spoken or
written, fixed or moving images, gestures, and the ordered
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mixture of all these substances; narrative is present in myth,
legend, fable, tale, novella, epic, history, tragedy, drama,
comedy, mime, painting [...] stained glass windows, cinema,
comics, news item, conversation. Moreover, under this
almost infinite diversity of forms, narrative is present in
every age, in every place, in every society; it begins with the
very history ofmankind and there nowhere is nor has been a
people without narrative (Barthes, trans. 1977, p. 79).
Lyotard (trans. 1984) also considered this topic and, in particular, the increasing
crisis in the use of the metanarratives or grand stories used to understand and
legitimate the world that humans inhabit. Two metanarratives were identified
namely, Marxism and science, with Lyotard also examining the failures of the
scientific metanarrative. Pointing towards the differentiation between scientific and
narrative knowledge, Lyotard discusses the anomaly in the status accorded narrative
knowledge, despite being the form of knowledge identified with legitimating
scientific knowledge. This compliment is not perceived to be repaid by scientific
knowledge and consequently narrative knowledge is presented as receiving little
attention from the academic community. This subject was examined by Bruner
(1986, 1990), who distinguished between the narrative form of knowledge and that
used by the scientific paradigm. Bruner argues that whilst a great deal is known
about paradigmatic or the logico-scientific mode, considerably less attention has
been paid to the narrative mode which he describes as dealing with the "vicissitudes
of human intentions" (Bruner, 1986, p. 16). This, despite the fact that narrative
knowledge is concerned with the enacting of human intentions and the resultant
consequences in terms of what individuals think, feel, know or do not know.
Polkinghorne (1988) also considers this topic, proposing the use of narrative analysis
by social psychologists to explore the intentionality of human actions. Thus, the
centrality ofnarratives to human action is acknowledged through the description of
narratives as:
the fundamental scheme for linking individual human actions
and events into interrelated aspects of an understandable
composite (Polkinghome, 1988, p. 13).
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A pivotal factor which requires consideration in any study utilising a narrative
approach is that of interpretation as an integral part of the narrative process
(Maclntyre, 1985; Reissman, 1993; Czarniawska, 2004a). Polkinghorne identifies the
construction of narratives with those cognitive processes concerned with organising
human experience into temporally meaningful episodes, and making them available
for observation and consideration by others. The study ofnarratives is therefore
concerned with making explicit the operations that produce particular meanings and
of the resultant schemes by which humans give meaning to their temporality and
personal actions. Narratives are identified with gaining understanding, and providing
a purpose for life, as indicated by Maclntyre (1985) in the description of life as a
narrative quest through which individuals search for a unity of purpose.
Polkinghorne (1988) continues by describing the processes of narrating as being
concerned with constructing stories and accounts which are used to explain events,
choices made and to persuade listeners as to the veracity of this version. Central to
this process is the identification of a plot to underpin the narrative and through which
the account is lifted above a mere sequence of events or chronicles, to provide an
explanation of events and actions. In so doing, the plot provides an explanation for
the causality of events. It also provides a version of events which serves both to
configure past events and to anticipate future ones. However, as noted by
Czarniawska (1997, 2004a), the plots within a narrative context are rarely singular
with the explanations presented usually being one among the many which could be
construed from events.
It is evident that the processes ofnarrating and plot development may be both active
and performative. This factor is considered by Czarniawska (1997, 2004a) and
Maclntyre (1985) in terms of enacted narratives, with Czarniawska (2004a) noting
that whether or not life actually is an enacted narrative is not an ontological claim,
but rather indicates that narratives can be conceived of as enabling a rich source of
material providing insight to social life. Thus Maclntyre presents:
conversations in particular [...] and human actions in general
as enacted narratives (Maclntyre, 1985, p. 211).
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Abstract
The introduction of clinical governance requires that community nurses participate in
the development of corporate accountability for clinical performance, accounting for
normality as well as exceptional events in practice. The ability to deal with change
has become a necessary part of the community nursing role, a factor complicated by
the geographical spread and stratification of community nursing teams. If the
development of clinical governance is to avoid domination by medical or managerial
perspectives, each staff group is required to represent their standpoint. There is little
research on the participation of community nurses in these or previous reforms,
although earlier research demonstrated increasing managerial penetration of
community nursing practice. Following from Maclntyre (1985), this is a study of the
enacted narrative in the community context, to understand how nurses narrate and
justify their involvement in these reforms and, to examine the development of a
negotiated consensus by community nursing teams. A research approach within the
social constructionist tradition informed by Burke's (1969) dramatist pentad was
used to explore and interpret the respondents' accounts. Narratives of clinical
governance were obtained from unstructured interviews with twenty staff, including
district nurses and managers in two NHS Trusts.
The study findings suggest the continuing penetration ofnursing practice by
management systems, and associated hybridisation ofnursing and management roles.
Nursing governance is enacted through clinical audit and standard setting systems,
building on the history of nursing involvement in these initiatives to develop a
nursing consensus on the governance of nursing practice. The majority of nurses are
presented as disengaged from these events, with the resultant nursing governance
systems underpinned by an apparent rather than actual consensus. This evident
failure to explore the concerns narrated by the wider nursing community including,
ironically, some of the respondents, indicates the potentially limited nature of the
corporate accountability systems being developed. The uncertainty of the community
nursing knowledge base in the face of clinical governance is illustrated, with
practitioners reliant on rationalities drawn from managerial and evidence based
logics. It is argued that the marginalisation of the nursing perspective by nursing
governance systems, may result in a failure of the profession to develop the
dialectical skills and articulacy required to present the nursing perspective in this and
future developments. Difficulties arising from the way in which clinical governance
is being developed are identified, highlighting the problems which may impact on the
clinical governance agenda and roles played by community nurses. The findings
suggest the requirement of a revised approach to the management of nurses, enabling
the explicit inclusion of the nursing majority in future policy implementation.
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This concept provides a means not only of considering the active role of narrating
but also its use in dealing with unpredictability. Morgan refers to the paradoxical role
played by individuals engaged in the processes of enactment as:
the proactive role that we unconsciously play in creating our
world. Although we often see ourselves as living in a reality
with objective characteristics, life demands much more of us
than this. It requires that we take an active role in bringing
our realities into being through various interpretive schemes,
even though these realities may then have a habit of imposing
themselves on us as 'the way things are' (Morgan, 1986, p.
130).
Thus individuals are involved unconsciously and yet are proactively concerned with
creating the way things always have been, with the enacting ofnarratives providing a
means of dealing with the unpredictability of life and social action. Therefore
unpredictable events are not viewed as inexplicable (Polkinghorne, 1988,
Czarniawska, 2004a).
The term enactment focuses attention on the performative nature of narratives and
the collaborative processes involved in their development and use. As such,
individuals are at best only co-authors of their narratives or, as Maclntyre observes:
We enter upon a stage which we did not design and we find
ourselves part of an action that was not of our making
(Maclntyre, 1985, p. 213).
The concept of enactment focuses attention on the availability of resources and
scripts in a setting, from which agents both unconsciously and consciously select.
The specific location for the collaborative enactment ofnarratives in this study was
provided by an organisational setting, specifically that of community nursing.
Organisational contexts have been examined by a number of theorists drawing from
narrative approaches and the availability of narratives within the organisational
context has been noted (Polkinghorne, 1988; Czarniawska, 1997; Llewellyn, 1999,
2003), with each workplace, group and community described as having:
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a contemporary and historical repertoire of stories, sometimes
divided into 'internal stories' and 'external stories',
sometimes spread abroad with a hope of their return in a
more legitimate form (Czamiawska, 2004a, p. 45).
Thus narratives are described as existing in all social settings, or as Maclntyre states:
we all live out narratives in our lives and because we
understand our own lives in terms of the narratives that we
live out that the form of narrative is appropriate for
understanding the actions of others. Stories are lived before
they are told (Maclntyre, 1985, p. 212).
Narratives have been described as concerned with the dominant or legitimate stories
in a particular place, at a given time and with the organisational narratives founded
on polyphony, involving all of the voices involved in negotiating. Thus researchers
have used this approach to explore the organisational setting; consider decision
points; current themes in organisational thought; and the agency of individual actors
(Barry and Elmes, 1997; Llewellyn, 2003). Polkinghorne suggests that the narrative
approach will provide information about organisational norms and purposes,
including the:
concealment of power plays, the mediation of contradictions
between theory and practice and between group and
individual needs, and building of bridges between the past
and the present (Polkinghome, 1988, p. 122).
Consideration ofpolyphony and multiple narratives raises questions as to the
processes involved in agreeing narratives, including the interests of those individuals
and groups in constructing these accounts. The factors involved in the production of
narratives as a collaborative process were examined by Davies and Harre (1991) and
Maclntyre (1988). Davies and Harre identified the concept ofpositioning with these
processes defined as "the discursive process whereby selves are located in
conversations as observably and subjectively coherent participants in jointly
produced story lines" (Davies and Harre, 1991, p. 48). According to this thesis the
collaborative development of narratives is based on individuals being able to hold
multiple positions and of using their knowledge of social structures and existing roles
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to negotiate and develop new roles. In this view the development of narratives is a
dynamic processes involving multiple actors and resulting in the production of
various storylines within organisational contexts. Davies and Harre liken this to the
creation of a braided storyline. The concept ofpositioning enables exploration of the
assigning of parts to the self and others. It also permits the existence of
contradictions between the roles held by individuals and illustrates the facility of
individuals to be involved in the processes of narrative construction. Czamiawska
(1996) indicated the usefulness of this concept in her study of the changes in
accountability rules in public sector organisations, which was explained by the
positioning of some actors in influential roles.
Maclntyre (1988) also indicates interest in the apparent lack of control and
involvement displayed by some groups and individuals in these processes. This, it is
proposed, is linked with an imbalance between the power and influence of some
groups over the language and in the means of arguing. In this instance Maclntyre
(1988) refers to the formal processes of conducting arguments, as a specialist form of
organisational script. Thus some groups and professions are portrayed as developing
control over the use and promotion of certain methods of argument and using this to
exercise a kind of:
power which favours their own interests and privileges, the
interests and privileges of a class which has arrogated the
rhetorically effective use of argument to itself for its own
purposes. [...] the techniques for deploying which furnish a
key part of the professional skills of lawyers, academics,
economists, and journalists who thereby dominate the
dialectically unfluent and inarticulate (Maclntyre, 1988, p. 5).
The narrative approach is also considered to provide the researcher with a rich source
ofmaterial for analysis and interpretation through which, it is proposed, they are able
to access not only the formal organisational systems but also the emotional life of
organisations (Czarniawska, 2004a). This material is available for analysis through a
range of literary approaches (Polkinghome, 1988; Bruner, 1986, 1990). Furthermore,
Czamiawska (1997, 1999, 2004a) identifies stmcturalist, constructionist and
postmodernist approaches to narrative analysis, associated with the use of literary
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genre, and the use ofBurke's (1968, 1969) dramatistic pentad. This latter approach
was used by Czarniawska (1996, 1997) to conduct an analysis of polyphony in an
organisational setting, and to present the findings as a metanarrative. The use of
metanarrative is also discussed by Riessman (1993), who identifies the advantages of
producing an account which is capable of transcending the individual and ofbeing
developed into a metastory. This arises from the fact that narrative production is part
of an interpretive process, with the narrator having selected from various elements to
construct a persuasive or explanatory narrative. These narratives do not speak
directly for themselves, but rather through the narrator's interpretation of them. As
such the knowledge produced is provisional and not based on certain facts, although
it is based on an epistemology that provides the opportunity to compare material
produced with other interpretations.
Burke's (1969) dramatistic pentad was the approach chosen to conduct the analysis.
Czarniawska (2004a) classifies this approach as structural and this, it is argued,
enables the researcher to deal with a range ofnarratives, facilitating identification
and comparison of key narratives and themes. The following section provides a
context for the dramatistic model by outlining the key constituents ofBurke's
philosophy.
3.1.3 Burke and the dramatistic pentad
Burke's (1969) dramatistic pentad was used by Czarniawska (1997) to "explorfe] the
relationship between language and action that constitutes social life" (1997, p. 31).
Burke wrote extensively on numerous topics including philosophy, literature and
poetry (Burke, 1966, 1968, 1969), and there is an associated and growing body of
critical analysis related to Burke's philosophical, literary and sociological project
(Overington, 1977, 1977a; Simons andMelia, 1989; Gusfield, 1989, 1989a;
Signorile, 1989; Wess, 1996). This study draws on Burke's theory of social action,
the dramatistic pentad and theory ofdialectic, as presented in the Grammar of
Motives (1969). The primary aim of this section is the examination of the aspects of
the dramatistic pentad and Burke's approach to the dialectical use of language and
human motivation. According to Gusfield (1989a), in Burke's use of drama and
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dialectic each represents a partial view of reality, a process described as "[w]here the
ideas are in action, we have drama; where the agents are in ideation, we have
dialectic" (Burke, 1969, p. 512). Therefore, to examine human actions "the analyst
must consider the whole from the standpoint of each of the terms" (Gusfield, 1989a
p. 43).
Burke's ontology has been described by Simon (1989) as an "ontological loop"
(1989, p. 21), located in the difference between the physical and social worlds, with
the latter conceived as being constituted through the dialectical and contradictory
actions of actors in social settings that are directed at meeting their interests.
Specifically, the social world is described as based on social knowledge, which is
incomplete and conditioned by the most powerful intellectual frameworks and
language within the surrounding context. This point mirrors Maclntyre's (1988)
observation related to the power of some professional groups over the formal means
of disputation. According to Burke there is a requirement for a method of analysis
capable of tracing the multiplicity of interests and viewpoints in any given situation.
It must also be capable of identifying and incorporating those voices not legitimated
by these dominant forces. Specifically, Burke seeks to promote the use of dialectical
processes to deal with the ambiguities inherent in human actions, by acknowledging
that there are no right answers to situations. The use of dialectical processes is
proposed as a means of dealing with uncertainties and also of creating polyphony by
using dialectic as a means ofmelding opposites. Thus Burke seeks to develop a
system which promotes the drawing together of opposing and contradictory opinions
and thoughts, proposing this as a means ofbecoming aware of and dealing with the
conflicts and contradictions within society. Burke also proposes that the examination
will provide fuller explanations of social actions, although as indicated by Gusfield
(1989):
We must recognize that no one solution, no one answer is
final, encompassing, or ultimate (Gusfield, 1989, p. 27).
Burke views the accounts that people give for actions as being concerned with
providing verbal justifications and explanations of their own behaviour or that of
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others. He also observes that there are structural and cultural bases for the particular
vocabularies used, with some verbal explanations providing justification for the
actions of individuals, or alternatively being used to persuade others. As such Burke
places the emphasis on the "methodological inquiry into cycles or clusters of terms
and their functions" (Burke, 1968, p. 445), which have become the justification for
action.
For Burke, language and action cannot be separated as words are not just empty
folders, but are also actions which are used to move other people to respond.
Therefore language is conceived as a form of social action, affecting what we
experience and then do to others with our forms of communication. To explore this
social action Burke proposes use of an approach he terms dramatism and the
dramatistic pentad, which it is argued will act as the "generating principle of our
investigation" (Burke, 1969, p. xv). This model acknowledges that human action is
inherently dramatic and seeks to provide a means of both framing and analysing
social actions, by enabling exploring of "[wjhat is involved, when we say what
people are doing and why they are doing it" (Burke, 1969, p. xv). Specifically
dramatism is defined as:
a method of analysis and a corresponding critique of
terminology designed to show that the most direct route to
the study of human relations and human motives is via a
methodological inquiry into cycles or clusters of terms and
their functions (Burke, 1968, p. 135).
Thus use of this approach provides for the exploration of the means used by people
to express their involvement in situations, including how they frame and order their
experiences and in so doing make them understandable for themselves and for others.
Burke (1969) sets out the pentad as both a framing device and analytical method to
explore human actions and motives. The constituent parts of the pentad are: scene,
which includes the background or context of events; agent, the person or groups
involved in the events; the act, the systems of acts performed; agency, how these acts
were performed and the instruments used; and finally purpose, what was the intended
result from these acts. The components of the pentad may seem commonplace and
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indeed there are evident similarities to the questions posed by journalists and writers.
Walker and Monin (2001) in their analysis of a company event liken their use of the
method as simplistic or, as they term it, as a "cookie cutter" (2001, p. 276). Gusfield
(1989), however, indicates that the pentad provides a means of exploring the
interrelationship between the constituent parts describing it as "an impressive tool for
understanding how interpretative schemes work" (Gusfield, 1989a, p. 38). Amongst
the strengths identified is the ability to identify areas of imbalance within the pentad,
where the primary emphasis has been placed on certain aspects rather than others. In
these instances the motives underpinning an action may be dominated by one aspect
of the pentad rather than another. Thus the use of dramatism is said to provide a
means of looking at how things are constituted and, in particular, how individuals
and groups constitute experience in organisational settings.
To summarise, Burke describes language as a form of social action which is used to
select, define and understand events. He defines dialectic as the means used by actors
to shape situations, including their behaviours, strategies and communication. This
focus on the dialectical element is also paralleled by Burke's focus on behaviour as
drama, situated in the context of conflict, resolution, transformation, and processes of
change. The dramatistic pentad provides a corner stone in this thesis and is
considered particularly apposite as a means of analysing the research narratives and
constructions of a new normality by nursing staff in the community setting.
3.2 Research method
This section introduces the researcher, the participants involved in the study, and also
provides an overview of the research setting within which the narratives were
collected. Finally the process of data collection is described, whereby unstructured
interviews were used as a site for narrative production.
3.2.1 Background of the researcher
The roots of this research project are located in the researcher's own background and
experience in the nursing profession, which spans involvement in clinical care,
management, nursing education and in a number of change initiatives instigated by
96
successive government reforms. Personal involvement in the development,
implementation and management ofprofessional and managerial quality systems,
gave rise to a number of concerns related to the philosophies associated with these
systems and of the impact on the nurses involved. In particular, first hand experience
ofworking with staff developing these systems within the clinical setting
demonstrated the extent to which some nurses and managers were involved, often
over and above the responsibilities occasioned by their nursing role. The provision of
educational support for these nurses frequently took the form of ad hoc training
programmes, with many staff appearing to learn the required skills and knowledge
simultaneous to the implementation processes. I questioned the extent to which the
nurses and managers were involved in formulating the means, as proposed by
Colebatch (1998), whereby policies were transformed from the published statements
into organisational actions, through interactions between various organisational
participants.
3.2.2 Access and research setting
Ethical approval for the study was sought from the ethics committee in the regional
health organisation, although in practice this committee indicated that formal
approval was not required for a study involving staff working in the NHS.
Thereafter, access was negotiated directly with the respective senior management in
each of the NHS Trusts involved in the study. This required the presentation of a
research proposal for consideration by the Trust research and development
committees and, in the case of Trust 1, attendance at the Trust clinical governance
implementation group. I also prepared written information for the respondents
detailing the purpose and design of the study, although in practice only two members
of staff indicated any interest in these. Once permission had been received to conduct
the data collection, the initial points of entry and potential respondents were
identified through discussions with the clinical governance manager for each
respective Trust.
The research setting was provided by two NHS Trusts located in a single health
region in Scotland, hereafter referred to as Trust 1 and Trust 2 respectively. Trust 1
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was an integrated NHS Trust providing health care services across the range of acute,
primary and long term services in both town and rural settings. Trust 2 was a
community Trust providing a range ofmental health, care of elderly and community
related services in rural and city locations.
3.2.3 Background and roles of the participants
This research study accepted the influence of other staff and organisational narratives
on the conceptualisation of clinical governance by the nursing staff and, indeed, a
concern with eliciting accounts representing their influence in the design of clinical
governance systems. A number of considerations influenced the selection of
community nursing as the focus for this study. Firstly, there were the potential
problems of developing organisational arrangements in the community setting,
associated with the perceived autonomy of this group. Secondly, community nursing
staffwork across various organisational settings and contexts within which they
represent the nursing voice. Finally, there was also the well documented
development of a nursing skill mix in the community, (Mcintosh et al., 2000;
Mcintosh, 2000), necessitating changes in working arrangements. Each of these
factors, it was felt, would have an influence on the development of clinical
governance. This presented an interesting milieu in which to consider the processes
of conceptualisation and the nursing voice within these developments. An additional
factor influencing the selection of this group was that they are comparatively under-
represented in the research literature and, notably, in that ofmanagement oriented
research.
Four roles were represented among the participants, namely district nurse, staff
nurse, managers and clinical governance support nurses (hereafter referred to as
support nurse). The district nurse is central to the community nursing team, a post
held by those nurses who possess a specialist community nursing qualification, and
with responsibility for assessing, planning and delegating patient care to other
members of the nursing team (Mcintosh, 2000)! As a member of the community
nursing team the staff nurses although registered nurses have not completed a
specialist qualification in community nursing, and are therefore, considered to lack
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the "full educational background normally regarded as essential for undertaking
assessment ofpatients living at home" (Mcintosh et al., 2000, p. 786). The managers
who comprise the third group were, in the context of this research, registered nurses
the majority ofwhom also possessed a specialist community nursing qualification.
They were responsible for management and service development in the community
setting, including responsibility for the development and delivery of clinical
governance. The final role was filled by a qualified nurse who performed a range of
activities which underpinned the implementation of clinical governance. These
nurses provided specialist advice and assistance to the nursing staff and managers on
aspects of the clinical governance agenda. This included assistance with clinical
effectiveness and clinical audit projects and, the provision of staff training and
development programmes. In keeping with the definitions provided by the Scottish
Executive (2000) this role is referred to as support nurse.
The Scottish Executive (2000) identified fours roles as involved in the clinical
governance agenda, namely, overseeing, delivering, supporting and practising, as
follows:
Overseeing role - clinical governance committees
Delivering role - management structure throughout Trust,
including clinicians involved in management
Supporting role - e.g. staff employed in activities
underpinning clinical governance such as those involved in
clinical effectiveness, audit, complaints handling and risk
management
Practising role - clinical and support staff. (Scottish
Executive, 2000, para. 5).
The district nurses and staff nurses fell within the requirements of the practising role,
whilst, the managers were involved in the delivery of clinical governance. There was,
however, a degree of hybridisation between these roles, in particular, those of the
district nurses and managers, with the former also involved in duties concerned with
delivering the clinical governance agenda.
The respondents, reflecting the range of nursing roles, were selected on the basis of
their involvement in aspects of the developing clinical governance agenda within
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